BH |63> 777 

TZtLE . 

iNsirjforioii 



BEPSBT S3 
POB DATE < 
dONTB&Cr 
HOTE 

$OBS PBIck 
DESC|I?rDBS 



A Coipei^dlaB of Papers on^Coamanlty 'Bealtli Planning 
Issue^ toluB^ 9s Coasanity Health 1?lannlng. | . 
Xat^rdPt^ohal -Health Planning Bethocl^ Secies. 
3fflce of Intematloaal Health (DBEff/PBS) , kdckville« 
ad.; {ihlte (E.R.) Co. # San Franclggo. Calif. ^ 
• Agency for internal tip nal Develop^^i^^fDept^ sf 
State), Vasjiin^on, b*«C, Office of if»alth Devei^paant . 
Support Bureau. r . 

OHE»-PBS- 79-5 0088 > * ' 

79 - ■ - . ' ■ ^ 

2S2-77i'0128 , „ / 

I02p.; For related docaaents see 02U 223-237. ^ 

MF01/PC05 pins Postage. ' ^ * 

X'CoBsiinitY Health Services: Coiau&lty Prograas: 
CoBBanlty^ Fesonrces; *CoBBanlty Support; Culturil 
rnflaence^: ^Developing Jiatlons; Evaloation; Health 
Edfication: *HQ^alth Needs: fiedlcal Ca^e* Evalnatioa; 
■^Radiqal Services: Needs ftssessaedt; *Flafaniag: 
Prsgrai Developaents Psychology; Puhlic Health; Sural 
Kreas; Social Influences: ?ocutional Educatftdu ' \ 
" ' - . - / . i , • • • ' 

Inteaded to assist Agency for Xnternational ' . v 
DdvelopBent offlcersf advisors, and health of ficials in incorporating 
health • p'lmaning into national plans for econoaic 'deve^opaent, this 
ninth ^f >i%n aahuals in the International Health Planning Hethods 
serie§ contaihs eight papers dealing' with the integra\}.on of . 
coDBunity health concerns into developaent planning. Host vece given 
at the' ;3nferenc&'on Planning for Health Care in the context, of •'' 
Econojaic Developoent fSaYi Dieg'o, CalifcJirnia, Hay 1978J .-rhey are (If 
Btiaging the 'Healtft eap> by ^aul Ahaed and aiiza Kolker; (2» Faatly 
Coaposition and Structure in Belation to Nutrition and Healtjh 
Probleas: "Iiap.act and, Measuresent, by Susan C. H. Scrioshatf and Gratel 
H. Pelt^;'(3) 'Rural Health" Beorganlzation in ^Tanzania:' The 
laplications of Change I apleqenta tio|i by Richard H. Hart; (^) The 
CdfflBUQity Health Worker: 'Guidelines for Training the Coaa unity to 
Power the Prograa, by Aaron E. If ekwunigwe; (5) Crii^ical . 
Environmental; and Econoaic I nterde pendencies:- The Search for Societal 
Values, by Cllois A. Da^ros: (6V Health Sector Assesssent, by &hoed 
and Soilcer:.(7) Scrio-/ult^ral Factors in Health Planning througaout 
theNtorld, by iohri J. Hanlon; and (Bl psycho Social and Cultural . 
Aspects of International Health Planning: The' Chfillenge of Proviiiag 
Health Care Assistance to Developing Countries by Ahoed p.nd Benee , 
White Fr^ser. (yLBV * . — 




TBACr 



'* ,Rb productions supplied by EDBS ire the best that can be jnade * 
♦ . . * froffl the original document. * 



Rir 



A Compendium 
of Papers on 
Community 
Health Planning 
Issues \ 



7 




UJ&. DaptfMMt of ttatitm ^iwMon, and Waltar*' 

' PuUlo HMlth 8«fvic« 
Offlc* of tht AMtttant Smtnmty for Hmi^ 
Omo» of Intcrrational HmW) 



This document was prepared for, and financed by, the Office of Health, Etevclopment Support Bureau, Agency 
for International Dcvelopmrat by PLCX3, Inc., Reseda, California, as a sub-contractor to E.H. White, (Contract 
No. ^2-77-0128). All r^uests or inquiries about this manual should be address<Kl to Mr. Paul Ahm^, Project 
Officer, Office of International Health, 5600 Fishers Lane, RockviUe, Maryland 20857. f 



DHEW PobUcation No. ^HS) 79-5(i(»« 



./ 



ERIC 



^ 3 1 1980 



PREFACE TO THE SERIES 



The International, Health Planning' Methods Series has been developed 
by the Office of International' Health, Public Health Service on 
request of the Agency for International Development. 

The seri^ consists of\ten basic' volumes whldj^ cover a variety of 
health issues consid^&red vital for effective develonpibent planning, 

^ These ten volua^s are suppl^siented by ' six additional i^ks in 
the International Health Reference Series,' ^rtii^ch list rescnirce and 

. reference material in the sann* subject areas. 

The International Health Planning Methods Series is intended to 
assist health sector advisors, administrators and planners in 
countries where the Agency for :i|^ernatlonal Development supports 
health related activities. ^ Each manual at^tfanpts to be both a prac- 
tical tool and a source book in a specialized area of concern. 
Contributors to these volumes are recognized authorities with loany 
years of experience in specialized fields, ^ecific methods for 
collecting information and using it in the planning* p^pcM^ are 
included in each manual. Y ' 

The six supporting documents in the International Health Reference 
Series contain reports of literature surv^y^^'^nd bibliographies 
in selected subject areas. These are intended for the serious 
researcher and are less appropriate" for broad field distribution* 

^' ^ 
The volumes in the International Health ^^lanning Methods Series 
contain the collective effort of dozens of experienced -profess- 
ionals who have contributed Imowledge, research and organizational^ 
skills. Through this effort they hope to plpovide the AID field 
offioer and his host country counterparts wi^fcili^ systematic 
approach to health planning in developing countries. 



PREFACE TO , VOLUME NINE 



This volume deals with the subject of ccammlty health planning. 
It cpnsists of a collection of papers dealing with the integration 
of cdominity health concerns into develofSient planning. It ia . 
the ninth volume in a series of works knoyn collectively as the 
International Health Plarming Methods Series. 

The series was prodded by the Office of International Health on 
request of the Agency for International Development to provide 
AID advisors and national health officials in developing countries 
with critically needed guidelines for incorporating healtb planning 
into national plans for economic development. * 

Awareness of the important role that health plays' in successful 
development has been increasing during recent year^. A recognition 
and concern for the role of health in development olanningjiP^ the'' 
central theme .of a three-^ay conference on Plammng for Haalt& 
Care in the Context of Economic Development held^n San Diego 
during May 1978! Conference organizgir was Renn Vhlte Prasert Ph-D* 
University of Southern California. Proceedings of that conference 
have provided roost of the papers that appear in tUs volume. 

The San Diego conference was sponsored by the U.S. Office of Inter- 
national Health in conjunction with thri Agency for International 
Developropt . Its purpose was to identify problem£i and suggest 
solutions which would encourage and ijyove (planning for health 
care in the developing |wuntries of ttfe world. ^ 

« — 

Preparation of this xplume Was undertaken for the Office of Inter- 
national Health by Pl«; Research, Inc., of Reseda, California, 
functioning/as a suljpfcn tractor to the E.H.White^££ Co., Managaoent 
Consultants of San Francisco, Califoriria, 

Authors of articles presented in this manual have frequently ^ 
expressed personal points of* view with reference to specific health 
projects. While their viewpoints generally coincide with organiz- 
ations or agencies with they are associated, the material in 
this text should not be construed to reflect the official policy 
of any agency or organization. ^^1^ f\t^ \^ 

Paul I . Ahmed 
' Project Officer 

Office of International Health 



IlfrHOKI^ION 



Caammlty health planning Is oaerglng at the present tine ooong health 
planners as one_of the more pranislng aventies for the fonmilation of lapr oved 
health care delivery systons in the developing countries of the world. Cotaa- 
unity health planning, of course, xaeans many things to many people, and the 
subject can l>e approached from several points of vi^, all premising sooe 
degree of validity. 

« . . » 

Some planners prefer to emphasize the Aspect of planning for the conn- 
unity, basing coamltment of personnel aixd finances on as naxch specific 
knoirledge of the particular needs and resources of a coaB»mity that it is 
possible to obtain through syst^atic assesaaent procedures. 

Other planners prefer' to emphasize the, aspect of health planning bj the 
coiammity, attesting to Incorporate perceived needs and expressed desires At 
the local level into the overall planning process. Tje degree of input to 
development planning permitted at the coonainity level is thou^t to be relevant 
to prospects for later cooperation and ultimate success or failure of a comp- 
rehensive health plan. 

Implicit in an emphasis on cooniunity health planning are two fundamental 
concepts, both of which are discussed at length in the following papers. These 
are: (I) a sensitivity toward cultiiral differences and traditional preferences 
in populatitms that inhabit rural, relatively pfior area^, and (2) a recognition 
that the indigendus medical syston or practitioner can be incorporated advantag- 
eously within naiWhal health ii^rcvemBnt plans. 

The first paper in this manual Is "Bridging the Health 6ap" by„ Paul .Ahmed 
and Allza Kolker. This paper is specifically concerned ^Ith the use of ihdig- 
enous resources in developtog countries. ^ 

Attention is focused crfk^ialys is of the ••western" modal' of medicine, its 
essentially bioo^ical approach, and its appropriateness fo* applications in 
iion-westetn coia^unitfes. The biomedical model, withUts perception of disease 
L a treafiable phenomenon separate, an^ d is tin|t XtotT the personality or en»*r-. 
bnment of Ike sufferer, is suggested^As be itijn|iijptopri^te, under many circufii- 



stances. Problems of medical techno^pgi ttaSj^fer are linked to inabilities 
to foresee cultural conflicts and toolfeich^elia^ce on the supposed universality 
of the western blOT»dical model. , 

fjyie persistence of'^^aditional conceptions o£ disease and traditional 
MUcaL practices side Sy side with- westem^^lmports" Is recognlzect as proof 
larflKfe traditional system coritinues to have something to offe^ which the 
r«cal population finds important^/ A review of pertinent literature revels that 
notNjnly are many aspects of indigenous medicind actually "scientific*, but 
also that western medicine is far from omnipotent, particularly with reference 



to meeting the needs of rural, poor populations in the developing nations of 
the world. • . 

The authors c^^fitie that a rational' viewpoint is to dismiss the notion 
that western and indigeAous meflical models are inherently antagonistic and to 
develop, instead, an integrated medical care system ^t takes from each 
tradition those elements that best satisfy the needs of a particular ccanaunity. 
The point is made that, in order to conform to the WHO. definition of health, 
it is essential to focus the efforts of the health care, system toward the needs 
and values of people. in rural conatunlties. 

Susan CM. ScrWshaw and Gretel H. Pelto provide the next paper, "Family 
Composition and Structure in Relation to Nutrition and Health Problems; Impact 
and Measuren^nt^". ' ' \ 

L ' ■ - \ 

This paper is^gB^cemed with predicting outcc^ variables for studies of 
the laipact of nutrit3(on and Nutrition ^related health programs on family compo- 
sition and structure. A mcJdel is offered and methodological issues are del in- 
iated. Finally, some concrete suggestions for data collection and analysis 
are preferred. 

Several types of evaluations are outlined that can be utilized to ''prove" 
that a given health program has achieved a particular effect. The puthprs 
emphasize tha?, while a perfect evaluation which expiSIngyverythiixg may not 
be possible or practical, it may be alto^^ther possible toSunderstaud a great 
deal about a program ,(perhapi all that Is necessary) when Appropriate measaring 
techniques and devices Arexused . ^ 

The author s^int out that, while it is difficult to be certMn of precise 
causality in the^ssessment of a Ijealth program inq>act, the evaluation of 
nutrition and health is an important function with far reaching relevahce. 
Lacking An accurate periodic assessment, a program runs the risk of completely 
missing the means of achieving its goals within the conmunity* 

Richard H Hart, M.D. , then offers hi^ report of^'Tlural Healtii Reorganiz- 
ation in Tanzania: The Implications of Change Implementation J* 

This paper deats specif ically with thr cultural Impact of plans for health 
care improvements in the country of Tanzania. The report offers specific examp- 
les of the manner in vrtiich societies can be expected to respond to pressures by 
a combination of gradual change and a simultaneous reaffirmation of traditional 
beliefs. The author points out that accelerated societal change in the form 
of improved health services can be expected to be disruptive. ^* 

Proposed. services are itemized, and planning- procedures are described. 
This is 'followe;i^by a report of an implen^ntation program consisting of a pilot 
program, seminars, manpower training programs, and other pertinent aspects of 
implementation, including equipn^nt, supply, and leg;islation support- 

The author concimie^ that successful developn^nt of a rural health program 
hinges on many variables, but that an accurate assessment of comnunity resources 
can do much to ease progre^ of any planned change in health care procedures. 
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Aaron E. Ifek»imlg««s, M#D< t supplies the n^oct paper , ^Ich Ip entJ.t?lad 
'^e Comunity Health Worker: Guidelines £os Trailing thd' Oocnamitiy to Fover 
Program/' This paper is directl^ coQcemed with cooounity iiap^eibes^atlon of 
health' programs. . • [ ' 

The author believes that it is of the utsost inqportance that health prograi^s 
e plaxmed and uxulertaken' in partnership with the cosiBLinity, based tm thQlr. 
expressed needs an4 iritlh their &illest possible involveiaent and participation. 



I 



The .point is made that nutrition and health are inseparably related', and . 
iA^t food supply is, similarly linked to food production. The ii^Nirtax^ce of 
agriculture,_the econoiilc mainstay of most developing coi^itrles^ is hereby 
linked to heAltb. , Lotal coeniunlty' organization and leadership in tjie economy, 
real^ (farm cooperatives, etc.) are seen as potentially the mopt el^ective 
agents for effect 1^ change in the public health sphetre. ^ 

Selection and training of comDsanity--bas^ health workers^ described » 
and the^ functions of the cocmunlty health worker are cmtlined. ; IJ^se functions 
are subdivided intd the areas of^ basic health services, nutrltion^ervicps, 
family planning s^rvicqs and environmen^l healfJti services 



dwo£ 



Cllmis A. A^s Supplies the next paper, jWiich is "Critical Environmental 
and Economic Xnterdifepead^cies; The Search fop^Societal Vames." Here the 
emphasis again is on need to work withlarthe context of a» local culture and 
tQ^fitablistf'goals |hai!t are relevant to needs and resqdrces of the community. 

The author; argu^ that ft is not enougt/to plan for healj^ deve^lopment hy ^sse^^ - y^^l!\ 
ing health needS alone,' expressing then as goals , ax^ dbsignlng strategies to 
accomplish these stated goals. Three distinct areas for further research are 
identified, irfiich will impact on ^e^ success or failursf of the program. ^ 

The first area of research is the interdependeneies among all of the gqals 
that might be referred to as env^iroimental. Secondlyf^ the health impact of 
these interdependencles must be determined. Finally/ boundaries must be 
established beyond which' health -concerns and impact^ should not be traded in 
th© name of^conomic advanqssiient or other societal ioals: 



ich of these refearch' areas is described in/detail, and examples ar-e 
offered\ The author cfecludes that he has argued koj a participatory and 
systematic integration of health cpncerns into plfljtm for development. 

The next paper is "Health Sector Assesssien^' by Paul Ahmed and Aliza 
Kolkei;. This paper provides background for the pevelopment of health sector 
assessfi^nts as a* tool for coordinated and integ^bted health services planning, 
partficularly in areas with limited resources. 

A discussion of thfe concept of assessments is followed by a detailed 
description of the initiation and nature of a tfeodel assessment. ^Procedures are 
outlined and personnel requirai^nts suggested. 

The authors discuss a numbef of criticisms and limitations of health sec 
lessments and conclude that the assessisfent has proved to be n^re 'useful 
ort-term, program planning d(K:uii^nt tnan as a comprehensive effort to 




organize or coordinate the health sector of an entire country. The coniminity 
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^i^^i^}^^ for effect-lve assessment applications Is^ thus suggested, ulti«ately 

CulturfSlSJ;«I!rJ°"» "i^K^of^'f^"*'^' P^P^^' i« entitled, "Socio- 

Sere l«lhar "^^^^^ P^^""^"* Throughout The World." The essential niessage 

W?ti factors can be extremely Important in planning for 

health clpe systems in developing countries. f a«u s i.w 

k'^^m^*'^ "^'^^ ^"^^ ^"^^^ western-trained medical professionals 

may become "strangers in. their own land" as a result of their trainl^^ailina 
to realiA:lcally evaluate the needs and resources of their native so^etv ioi^ 
mLdIL': unrealistic reliance on sophisticatS equt^^nt an^^ 

d^nn! f . '° "prestige" medical treatment in an en^onm^^t .that ^ 

demands merely adequate care for Che greatest number of persons. 

The usefulness of indigenous medical practitioners is recognized beneath 
°f- «nd the author is encouraged to note S ^creas!^ 
emphasis being pUced upon the application of the social sciences to health 
?nto r^°'"''""' components or factors that should be taken 

aSoL^d^'e^^LlLJe^d'^^''' ^'^^^'^ ^" ^'^^^^'^ ^ 

bv the"I;p«?^^"^'^^"^ ^"'^ ^'^^"^-i'^ realities cannot be ignored 

by the health planner, the author believes that sound and effective health 

Ci ^^r^.^T^y^^'T^ T"" ^L'^^^'^^P^'^ 8^^^" political-economic systefo 

if the health planner is sufficiently skillful in the political process. 

The final paper in this manual is "Psycho Social .and Cultural Aspects of 
International Health Planning: The Challenge of 'Providing Health ^areHs^st^ce 
to Developing Countries" by Paul Ahme^nd Renee White Eraser. Assistance 

This paper attempts to answer some' fundamental questions about health 
assistance programs. Has this massive help been successful? Have donor 
^n^^°"-?hr' appropriately? Are there new approaches worth explor- 

ing. The authors point out numerous criticisms and deficiencies in'"early 
attempts to provide health care assistance, most notably attempts that were oased 
on an ethnocentric bias that western meditine was easdly transferrable to 
other regions. Numerous psychoipgical , social and cultural ,barr iers to the 
transfer of niedical technology are mentioned, and the autho/s conclude that it 

~irth:';:oM:m^^''''^^"°"^°' ^'^^^^"^ ^'^'^^'^^ 

♦ ^ * i» 

> Alternatives to the basic western biomedical model are described from 
exist ng literature, and a diagramatic analysis is supplied to depict art indlv- 
ibouJ LllZrjT. information about disease and n.^ing decl^tons 

V '^^^ «ith an appeal for greater community participation in 

n^!nn'?n ^^^""^"^ ptoceBB. The need to involve locdl people in particlpatpry ' 
planning and management of local health projects is described as a difficult 
task, but one that offers the greatest long-range benefits. 



Paul 'I . Ahmed 
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• BRIDGING THE HEALTH GAP: 

THE USKr OF fNDIGENOUS RESOURCES XN MEETING 
THE MANPC»n3l REQUIREMENTS OF THE WHO DmNITIOM OF HEALTH * 

Paul I^. Ahs^d, M.A* « L.L.B; 
Deparment of Health, Education .^d Welfare 

Ali^a Kolker « 
George Mason University 

The WHO Definition ^ . ' . 

The goal of adequate health care for ^1 the earth's people § pursued by the leaders 
of the world's nations in th^ last three decades, was fprmulated in the Preamble to the 
Constitution of the World Health Organization ±ti 1946* That docus^nt defined health as 
"a state of complete physical];, n^ntal and social well-^elng an^not merely the absence 
cf disease and infirmity." This statetoras regarded as the fundamental right of all 
human beings '^without distineClons of race, religion, pcAitical belief, economic or 
social condition," and the health of all peoples was deoLared "fundan^tal to the attain-* 
ment of peace and security" (Chasse, 1978)* This definition, vague atid Idealistic as 
it was, has beerv used as a focus for health planning guidelines and policies by donor 
agencies and developing countries alike. In this paper we will discuss the implications 
of the WHO definition £or health manpower planning and the obstacles that impede its 
•full realization. These obstacles include the general problems of instigating planned «^ 
change, the shortcomings o£--C^e Western medical model itself, and the severe shortages 
of trained manpower that seem more or less permanent in developing nations* We will 
contend that the only realis^c means for the realisation of this ambitious goal is the 
mobilization of all the resources of recipient nations, including traditional medical, 
personnel, who at present serve many unrecognized functions not beiqg met by the Western 
medical systems* 

The WHO definition of health as a state of "compile well-being" has been attacked 
as "frankly unattainable": 

Did the framers of the 1946 Preamble seriously intend for a^l family 
disputes, political contradictions, and the risk of being run over by 
a truck to fall within the province of the medical system? I think 
not. Mor,e likely, "healthYwas redefined in ^this context as the 
ultimate social intent (GuiSotti, personal communication, 1978). 

Consequently, the usefulness of this definition as a basis for health planning has been 
called into question (see, for example, Mechanic, 1968). 

A careful consideration of the background of the 1946 Cons'titution, however, would 
lead to a different interpretation (see Chasse, 1978). The goal of pursuing "the 
complete physical, mental, and social well-being" of all the people of the earth, and 
not only of the privileged few, may be construed as the expression of a precarious ethics 
consensus of the woi'ld's leaders arising out of the chaos and destruction of World War 
II and the Cold War. 

In addition to providing a unifying goal for a conflict-torn world, the WHO defini- 
tion also gave expression to the uneasy recognition, long-groWing in the forefront of the 



*The 'views presented are those of ;the authors and not necessarily those of the 
institutions to which they belong. 
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medical profession, that modern medicine, for all its spectacular successes, was not 
^•ushering in a btave new world; many old problems remained unsolved while new problems 
were being created. If modem medicine was unable to fuj.fill the unlimited^ promise tha^ 
it had held out, then it was necessary to replace the purely physical'^^def inltion of good 
health—the absence of disease — with one that called for th^total well-being of perj^i^is, 
so that other disciplines and resources* could mobilized to pursue that goal. / 

The Weste rn Medical Wodel 

The limitations of the Western medical model have been amply documented (see Engel, 
1977; Fabrega, 1975; Twaddle and Hessler, 1977). Brief ly* stated", the biomedical model, 
which dominates the concept of disease in the Western world, "assumes disease to be 
fully accounted for by deviations from the norm of measuraSle biological variables. 
It leaves no room within its framework for the social, psychological and behavioral 
dimensions of illness" (Engel, 1977: 130). The model is positivist in that it. assumes 
that only objectively measurable phenomena are "real," and reductiopist insomuch as it 
claims that the language of biochemistry will ultimately suffice to explain such socio-- 
psychological and cultural phenomena as "illness." 

The biomedical model has dominated the academic study of disease at least since the 
Renaissance ushered in the scientific approach to the study of man, but it has gained 
complete acceptance only sinoe the middle of the l9th century, when 'the causal link between 
germs and disease was definitively established. This discovery has been considered "the ff 
moat powerful single idea in the history of medicine ... the single greatest weapon in the 
so-called conquest of disease" (Twaddle and Hessler, 1977: 11-12)^- It has made ^possible 
a mgss'ive and effective assault on acute diiease through immunization and treatment, and 
u^m^red in a period of optimism in which it seemed possible to eradicate all illness of 
mankiYid. - • 



Tbe biomedical model^ based largely upon the germ theory of disease, became th^ basis 
of medical practice as well as academic medicine at the" turn of the 20th century, when 
medical training was reorganized and put on a scientific basis in the wake of the Flcxncr 
Report (1910). Both the academic and _^ie. clintcal br^ches of the medical profession 
readily embraced "the notion of the body as a machine, of disease as the consequence -of 
the breakdown of the machine, and of the doctor's task as »epair of the machine" (Engel,. 
'1977: 131). Indeed, the biomedical model has been so s^pectacuiarly successful that it* 
in addition to being the only "legitimate" scientific model of disease, it has also become 
the domfhant folk model of disease in the Western world. (A tolk model accord ing to 
Engel (1977), is an effort^at Social adaptation; it is a culturally specific belief system 
used to explain disturbing natural phenomena so that some corrective action may be' under- ' 
taken.) ' ^ ' 

While the sut^cesses of the new model were beyond all expectations, there was a c«st 
involved. Lost was the pre germ theory conception of the individual as organi(*ally related 
to his environment, and of illness as consisting of behavioral and psyj^hosocial components 
as well as biological ones. In a dramatic shiftL the discovery of germs transformed 
medicine "from a people-oriented to a disease-orl^hted profession. Physicians became 
absorbed in the study of disease, and their mTssion and training shifted from the care 
of sick people the diagnosis and cure of disease" (Twaddle and Hessler, 1977 : 12). 

Notwithstanding the* spectacular successes of the biomedical model (with the under- 
lying basis in germ theory) in eradicating acute disease and reduc i ng morta 1 i t y , for at 
lea^t the last generation many doubts have been voiced about its ultimate adequacy (see 
Twaddle and Hessler, 1977: 1 12). The decline in morbidity due to cicutc (Hsease has been 
accompa^iied by an increase in the prevalence of^:i;^ronic disease such as cancer and 
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diabetes, prompting such noted authorities as mleroblologist R^e Du^s (1959) to claim « 
that complete health a mirage , and that the ultimate conquest of «all disease is an 
unattainable ideal. More receotly, a variety of Qonbioiogica^ factors contributing to ^ 
disease or cotrelated with its incidence have -^een Isolated; frcnn envlroflmentaj. e^cinogens 
to acciqoulated life stiresses and th& pressures of rapl^ social' change*. Consequently i ' 
some authors hav^ called^ Tor the Inclusion of envirenialntaly social and 'psychological 
factors in the stfudy and' treatment of disease (King,. 1972; Coelho and Stein, 197?; Graliua 
and ^evenson, 1966). Indeed^ according to ^ovae critics, tha biomedical mddel constitutes 
an impediment po^ further advances' in hfalth case. This, is so because Che tiio4pl Jias 
systematically^Kcluded n6nbiological phenomena from the category "of disease or' insisted ' 
that^hese phetxpmena are ultimately explainable in physi-ochemical terms, ^ and ao it has 
become a dogma,^ any questioning of whese-^^asic premises constitutes heresy (Fabrega, * 
1974; 1975; fiigel,,. 19775; ' ^ • * \ 

' ' — . : • . • ■ ■ . . ' ' ■ " . • 

Son^e aythors have suggested alternative models of ^dise^se thacSdo noc sa.ci;iflce 
thje enormouB advantages .of the blon^dicsl model ^vhlle* at* (he*same tifl^^indoypoorating 
SQCiopsycho logical and cultural aspeAs' left out by that podel. Thu's Tab^er]ga (1975) 
calls for a theory of human diabase' which incorporates cultfurally specific Interpreta- 
tions of^ disease, immediate and long-tj^ behavioral affects of the disease' (i.e-. , 
impairments in routine activities and interactions), and the modes of organization 
used by the socialXiferoup to deal with disease, ^j^^^^'el (1977) similarly aalls for the 
systrtematlc incorporation of behavioral and psychoj&cial data (e.g., incarnation a)>out 
stress-producing life changes) both in diagnosing and in treating disease: 

''To provii^ a basis for understanding the determinants of d^sease^^d 
arriving -at rational .health care, a medics^ mpdel must aliso take 
» *Xhe patient, the soq^lal context in which heTlves, and* the coi&ple-* 
mentary system devised by society t9 d^l with the disruptive effects 
of ^llness, that is, the physician rol^ and the Health care system. 
This requires a blppsychosocial model" (1977: 199). \' , 

If the need" for incorporating rronbib^ogical factors in diagnosing ^nd treating ^ 
diaease is perceived as Imperative in Western culture^K^^re the biological model is uni- 
versally accepted^ it, Is even moiae c^oa^l ling .in non-rWe^ tern ffiultures. This is so because 
a very large gap between the culturaT^Pbpecif ic fo\k model" elf medicine and t±e "scien- 
tific" model sigiviif leant iy hampers the *ef fectiveness\of. tteatment''. ^ VillagersMn Gppalpur, " 
India, for example, ^avo id going to the hospital because th6y trust the local medicine 
man/" more fully (Khare, 1973). Guidotti (1973^ for example, points out that a Western 
physician may fail to diagnose illnesses which are very real to the [^doc Indian in 
California, or he may overly e^mphasize a disease which cfoes not greatly bother th§ V^-^ 
Indian: ■ ^irt slowly killing diseaseJs have been a condition of life to, the Indian 
for countless centuries* Guidotti severely indicts the narrow perceptions of We^fi^m 
medicine on the Modoc reservation: 

Western medicine falls to provide the close support and attention that ^ 
native treatment^provides and «eems determined to alienate the patient-* ^ 
. from his family, his land, his culture, and all the other sources from \ 
which hjB draws strength. fTtlot only are the [Indian] attltudes\^ards 
health di^erent, but the collision of centuries of trival experience 
and a discordant aggressive alien society have produced perception^ 
and. . .constructs which are interpretable only from within the \ 
patient^s own culture. Indians ybo have retained their traditional 
beliefs often see Western medicine as a very superficial, palliative 
magic which fails to perceive or deal with the profound disharmony 
•in tKe. un^iversal order of things which is illness (Guidotti, 1973 :"' 
101-102). • 
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Ip should be jaoted pat^thetlcally ttlat a recent effort to estaUllsb a Navajo nodical 
school in New Mexico/ la order to bridge the gap has been eno^shed in fiureaucratlc delays 
for the 0ast eleven ^ears (Goldberg^ 1978). ' - . ^ - . 

The Western medical idbdelp then, in addition to encotmtei;|ing the general ^grobl^s 
of technology transfer discussed bfelow» is inhibited by the prevalence of alternative 
fo^k models that ^prevent a consen^u^ between ^doctor and patieat, a consensus of teix con* 
*si^ered necessary -for effective"^ ctedical intervention (see Fabrega, 1975). feel that 
if alternative folk iiK>dels are incorporated into the Western health care system, instead 
of being vleved as competing with it, the chances for effective intervention will be 
higher. This is in addition to the current role of folk or traditional medicine in Jllllng. 
the gaps lef^ by^the a^etrere shortage of Westelti-:*trai!ned nranpowei^ and facilities. 

Tfie^roblems of ^Technology Transfer ? ^ ^ • ^ * 

■ ■ ■ ^\ . : , ' . ■ 

The importation of the Western medical s;^stem into nonvWestem countries, in addi-* 
iion to bein§ l>ampered Sy the built**in Iimit:ati6xi8, discussed above, also.shffers from the' 
general problems confronting the transfer of technology in any sphere. 

It • ' 

Spectacularly successful as the Western medical system has b^n, its effectiveness 
alone is not enough to assure that once available to the people of a developitig country * 
it will be gratefully accepted and widely utilized. Indeed, as we have learned frc^ four* 
decades' of research on planned change and the utilissation v£ innovations In^Such diverse 
spheres as agriculture and education as we^l as medicine, the mer^ availabrility of an 
innovation whose technical superiority has been denbnstrated is rarely enough to secure' 
adoption (see Rogers and Shoemaker, 1971; HavQlock, 1971). Res^atchers have repeatedly > 
pointed out that the following fa|tors are nb less important: 

1. Relative cost. Effective though the innovation may be, its sheer cost toay *limlt 
" . ^its usefulness. Medical services at ^he village level, even when nominally free 

or available for token fees, are often prohibitively -expensive when bus fare and * ' 
- absence from vfcrk are 'calculated. Press (1978) noTes, for eKioaple, that in Third 
. World ^itieS wdafn physicians,, clinics and hospitais tend to serve the middle 
and upper classes,^ whereas the podrest turn to the uluch cheaper neighborhood 
heal&rs. Even more unfortmate is che fact that opiating modern. Western-donated 
facilities in the capital^city may dr^in the nation^* s health budget and thus • 
result in even poorer service to the rural population (see Ahmed, 1977), Indeed 
Foster (1977) and others believe that prohibitive costs rather than cultural • 
* resistance to change is the major .obstacle to greater utilization of modem 
^ - health care.^ * 

2. Manpower ^ort^ge> «It is undeniable that even whete modern facilities exist, 
trained manpoWet is in desperately ^hort supply and |h^p is not reason to believe 

" th» shortage '.will 'be alleviated* iu the near future- In Mali, for example, therd' 
o were only 108^ physicians in 1972 for a populati&a of over 4 million,, a ratio 6f 
about 4(^,000, persons per physician. Of thesef physicians 82 or over three fourths 
lived in the major, cities. The niajority of t\\e rural /^opulatiSm, therefore, was 
not served, by physicians at all. As Imperator (19X5) p^l^ts out, in the rural 
areas in Mali modern health facilities are extremely limited, consisting often of 
8 small bush dispensary with a few diagnostic facilities and a handful of medi- 
cations rather than a fully staffed dispensary with a well-stocked pharmacy.' 
The situ/tioni is no 'better in other African and Asian countries. Con^ared *to one 
physician per 6^2 persons ini the United States, if#t!had there 1^ erne physician * 4 



l4 



ilfer 44,382 persons, in India one physician per 4,162 oers0ns, and in Nepal one 
pliysician per 36,54Q persons ( United Nations Statistiii^l Yea rbook, 1976).. As 
Foster (1977) points out, "Paradoxically, the growing accej^tance of Weeteim medicine 
is creating "a crisis in moist enveloping countries. There are not now, nor will 
there be in the foreseeable fiAure, sufficient fully-trained health personnel to 
aeet all healtfc needs." It is- not surprising, then; that most the population of - 
the world,. especially in rur&l areas, is served byjtradltional'ii«dlcine men, not 
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3. Unanticipated consequences of planned change. The benefits- of Western, a^cine ^ 
in developing countries have teen considerable. In Egypt, for example, the 

' crude 'deatfrs:ate has dropped from 20 per ldo6 In 1948 to 12 per 1000 in 1974, ^th 
life e^ctan&sr at birth increasing^ f^om 36 (males) and 41 (females) In the 1930 s 

' to 52 (males) akd "54 (females) in 19?4. In Brazil the crude death rate dropped to 
9 and life expectancy increased from 37 (males and femaf<^s). to* 58 (Aales) and 
61 (females) . comparison, the crude death rate in the United St;ates is 9 and 

' the' lifQ expectrfhty 68 (males)' and 76 (females) (United Nations Statis tical yearbook," 

• 1951, 1976),.' Notwithstanding these gainfi, the importation^ pf the. Western Judical 
' system has resulted in some disturbing unanticipated confiequ^ce^. Chief among 

• . these have been overpopulation as a result of reduced mofft^ltty, various problems 
resurting fcrom" the prolongation of life beyond its ecohofiilcally prodirctjive span, 
an increase ^.n the prevalence of sraie chronic disease's, and occasionally 
excessive dependency on d^rugs. These have contributed to some diseqchanpment wit^ 
. modem medicine in the developing countries no less than in the West. 

4. Compatibility. One of the most important factors in the adoption of innovations 
is the perceived compatibility of the innovation .with the userr' s belief s, values, 
and behavioral' patterns. A now classic example from the field of agricultural . 

' . extension le the introduction of hybrid seed com in New Mexico in 1946 (see Rogers^ 
and Shoemaker,. 1971). The results were spectfacular : The yield frpm the hybrid 
seed was double the yield from the old seed and within a year over half the farmers ^ 
adopted the^new seed. During the next two years, however, all but three of the 
farmers who had adopted the new geed discontinued it, although its technical " . 

superiority was unquestioned. The reason was tihat the corn was used to make 
tortillas for local consumption, not only for animal. feed (as the extension agent 
had assumed), and the farmers' wives did not like the flavor and texture of the 
new hybrid corn." The innovation had failed despite its undeniable technical" 
•.superiority because it did not agree with local taste preferences. In another 
case, as Guidotti (1973) p6int« out in the, excerpts quoted above, the incompati- 
bility between Western medicine and the native perceptions of tJhe Modoc Indians 
in California seriously hampers the utilization of such modern medical care as . 
is available. The Western-trained physician may fail to diagnose or. to perceive 
illnesses which are real to the Indian, 05 may emphasize diseases Wch are neither 
discomforting nor disabHng to him. It will be remembered that to the Modoc 

• Indian, as to- many millions of the Earth's inhabitants, neither paJLn nor a slowly 
killing disease presents a f rightenin*Wo8pect : He "has lived with both for 

• countless centuries. A different sort' of value clash center^ gn the importance of 
privacy, which may prevent the Modoc Indian' from revealing his personal affairs 
to the health worker for fear it might come to the attention of opposing factions 
in the village and thus be Used against him. . • 

• • ' ' . • 

The Rockefeller anti-hookworm campaign in Ceylon, (Foster, 1977)' re'yeaLed another 
example of the need to. overcome perceo«^l and attitudlnal ii>compaj^l|ility before health 
care can be effectively admlnisteredT 'The .campaign to. jeradicate hookworm failed partly. 
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because It was conceived as strictly {ureventive^ and the Ceylon^e coul'd not accept the 
Idgic o£ preventing disease through jenviromsental' sanitation while ^heir more pressing 
problems, wounds, abscesses and acute diseases, were going untreated. Fortunately most 
medical teams today combix^ preventive with c^iratlve car^ (Foster, ^977). 

A different type of value incompatibility is manifested in tlie resistance of 
i-trained jiealth burieaucracies and -professionals to changes that may threaten 
ppsition or their cherished role* expectations; In this respect they are no different 
ureauqracles and professionala elsewhere, of course; indeed from human beings and * 
organizations in general. A common exanyle is^the frequent-reluctance of physiciah^ 
and nurses to relinquish some of their t^sks to siU9profess4onal&, eVen when the physicians 
,and hurses thetoeelves are .hopelessly overburdened and t^ie change will dearly benefit , 
the client population. This was the case in Tanzania, where a reorganiEatit>n of mother- 
and-chlld-health cllnldi to offer more comprehensive and sTc'cessiblB care Was initially ' 
opposed by the clinics' staff s -(Hart, 1978). As^ster (1977) notes, "Phyfirffcians are 
anxious ^o uSe every level of health worker in further ihg a health program. • .but tjie * 
words 'diagnose' and 'prescribe^ evoke the strongest feelings of professional ^spe^^ive- 
ness/' Another bureaucratic'hurdle to Improving healtht<:are delivery is the resistance 
of clinic staffs to coni>lning preventivie and curative care, a practice whi^h, as, we saw 
above, V is necessary if the people are to trust the government clinics and util^j |e th^ ro 
extensively (see Foster, 1977;* Har.t, 1978). TheSe are but a few examples of enttenched 
bureaucratic patterns and professional attitudes which, like the traditional values and 
attitudes of clients, impede change. , ^ 

These, then, are some ^f the obstacles to a wider "utilization of Western medicine 
in developing countries, obstacle^which prevent Western medicine in these countties 
from achieving the same apec'tacular gains as in the West. There is a growing awareness ' 
in the international health community that the only way to assure adequate health care 
in the future is to integrate traditional heMth resources into the Western medical 
system and thus to utilize all of the country^'s resources in the service of effective, f 
medical care* Such integration must be done dn a limited and careful basis, ojf- coarse, 
to prevent the abuses o£ traditional medical practices ^from being perpetuated. 

What are the systems of medicine now serving the majority of the population . 
developfag countries and what are ^heir implications fof the Western medical system? 

Traditional Medical Systems 

* The persistence of traditional- conceptions of disease and 'traditional mecjical 
practices side by side with a Western ^dic^l system fias been amply docuu^nted. Thus ^ 
the government of India's Report of the Coimnittee on Indigenous* System of Medicine (1948: 
7«) says, "It is admitted by all thfat at the present time Xndian medicine ministers to 
more than 80 percent of the population, and that it is perhaps the only kind of care 
available in the rural areas." .,That the afetiation in India is not greatly different 
today ii attested by Dunn (1976: 154-5): * 




as provxaers ox meaicai car^, not only in tne villages yut a 
the cities, and there can be no doubt that Ayuverda )(ilf^ Unan 
scholarly medical traditions of India's past} contribute sub 
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In modern India, th^ indigenous systems remain enormously/important 
as providers of medical car^, not only in the villages also in 

Unani [the 
substan- 
tially to the cumulative impact of these systems on Indian health 
and ill health. . .There can be little doubt that popular traditional 
medicine will indefinitely survive, whatever the level of develop- 
ment of cosmopolitan [i.e.. Western] health ca^e. 



r 

6 . 



tfid^ed^ ^ heslie ^1976; 1) points out, "ttie health eoticeptp and practices of mo^t 
people in the^rld^'todpy contitiw tt«dlti«ma that evolved during entlquity.x" al^though 
oiily a few, sucB ad the Chinese, Ayuverdic and Unanl traditions, continue as scholarly 
ap well' as pojfuiar traditions. . • . / 

Thesfe three Aslati systems share in coBsnon an overall conception Of disease. and /an 
overall osg^iljatlon ofiypVactice which actually underlie maxvy other traditional S]^t6psJ 
of taedlclnelsee JJ.elle>4976j Opler. 1933; Klteiae, 1976; Imperato, 1975). They are/ 
based on a finite nuinber of "humors" which aive actually allgnsents of opposing quali- 
ties: hot-cold, wet-dry, male-female, strong-'^aak, etc- ,Tb^ ajulllbrli^ of tbesb | 
qualities maintains health and their disequilibrium causes, Illness* Human anatoay ahd 
ph^siol,ogy are viewM as' intimately bound with the aocial aftd-phjfsical envlrtmaeat J iiidi|^4 
with the cosBid^. aence treatment c^mslsts of restoring ^a state of harmShy batween the „ 
body aicJ^yjhe; environment as well as within the body. Hiis Is done b/ the manlpulat£o# 
of dlet^'Sibal fl^di^ blhavloral modlf£batipas^ or rituals.. . 

It mus^be ^tohasi^ed that i^le many folk curers are charlatans and quacks, of ^ 
cp,urse, much tradlt^ medl9fine V firmly grounded ii^S^clent , traditions of rational 
and requites lengthy periods of formal education before one id |a.lof^d to 
j__Leslie (J.976: 7), for example, rejects the assuaqpticgj* tfiat all oon-Westen\ 
Is unsblentifi^f , ^ * r - 



By ' c&mo<uy recognized criteria, Chinese^ Ayuvercfic, an^ Arabic medi- 
cines are scientific in substantial degrees. Thfey invplve the 
rational use of naturalistic theories to organize and interpret 
systematic empirical observatious. lliey have ajq^litit, ordeMy . * 

ways o£ recording and teaching this knowledge and they hatre some 
efficacious methods for promoting health and for curing illness. \: 

Thus Kiteme (1976) reports that the training of African healrere^ is a life-long 
enterprise, often learned from one's father thirough a^ arduous apprenticeship* The 
apprenticeship requires periods of n^ditation in the forest, ccraimuning with the £orces 
of nature, the mastery over -200 pharmacological' herbs, exjensiv^ self-mortification, • 
elaborate rites-depassa^e and a rig\d code of ethics.v CuldfJtti (1973) similarly reports 
thatrfthe Achimasiil shaman, before beiffe admitted to practice, mat undergo a long and 
rigorous trainingVduring which he musV^ster and control a variety of "^ains^^^ich 
ar6 consid^ed the etiological factors of diseas^. to incorporate t^hese^ "pai^s" into his 
body the shaman must cooperate with an Interceding spirit, be instructed by an older 
shaman, and undergo special initiation cereswnies. Thua VShamanism was not an arbitrary f 
and disorganized body of belief, although it tnay have <fegenerated this lit the hands 
of soi^e quack practitio^iers after the, white invasion"; indeed, fused with insights obtained 
f^om Mysticism and altered states of consciousness, phamanism has made major contributions 
to Western pharmacopoeia (Guidotti, 1973) • It is not surprising, then, that in many 
countries native medical traditions are highly organized in associations of practitioners, 
teaching institutions, and research institutions. This is particularly true in India and 
in China, where the governments recognize and support the^native traditions (see Leslie, 
1976) • It is harder to accept, or to Justify, ttve disdain comatonly manifested by some 
Western- trained medical practitioner^ toward native practices, particularly in light qf - 
the inadequacy of Western medicine art its current level to meet the nefeds of the people 
in many developing nations* ' ' 

y . / . 

That traditional medical systems serve many ^needs not biing adequately .served by 
Western medicine, itf addition to filling the vaccuum created by the shortage of ^Western- 
trained manpower and the high cost of training, is undeniable. These functions are both 



psychological and sociological, and they differ some^^at between stable traditional 
aociaties and those undergoing tha^dialdcations of rapi& urbanization and modernization. 
They include the following: M ' 

1. ^Relief pf stress and anxiety caused by the uncertainties of illnesp. Sy treating 
/the '"whole personality"' and by viewing Health "as a <iomple«; ecologically contained 
phenomenon, with natural, super-natural, ritual and social causation" (Ademuwagtm, 
1969: 1087), they of^rate on the basis of the jsaiae cultural premises as their 
patients and are ^le to invoke cultural, religious axtd psychological Support to 
relieve anxiety. addition, the medicine men use therapeutic' devic^. which are 
familiar to the patient, including everyday f9ods and drinks, familiar taboos and 
superstitions, and a common language or dialect. This' further reducifi^the anxiety^ 
/ inherent in cont;act with the unfamiliar world of oodem^^dicine, iChare (1973), for 
. example, reports that in India villagers Are often reluctfent'to seek nodical aid 
outside the village because ^hey cannot expect the same auoitm^ of sympathy and 
care that they get from the native-healer. They also trust tht native healer more 
because he does not use imfamiliair treatment. The hospital in the nearby town 
3,emains unvisited, becaiise^the care it provides is perceived- as ^dold, dehumanizing, 
and stress-provoking. 



2. Cost and convenience^ As. we have seen above, modem medical care, even when offered 
free of charge or for a nominal fee by a govemm^t clinic, is exifensive and _ 
inconvenient when we calculate the cost of transportation for a mother with several 
children or of a day's unpaid absence from work. Press (1^>8) estimates that of ^ 
the low-incon» clientele of a Bogota ^clinic ^ 30% to 402 could not be cured either 
because th^y could not afford the co^t of jjropel: treatment or because their im- 
poverished environn^nt counteracted the^effects of antibioti^S-TST'^^i/'drugs^ 

Woi^n in Moslem societies may be further inhibited from traveling outsMe the^r • ^ 
village to seek medical help because of strong cultural restrictions on\t«^Wfey=s^ 
bility. By contrast, the traditional healer lives nearby, cWrges affordable feed, 
and is available day and night. 

3. Primary group involvement. Not only do traditional healers manifest a more particu- 
laristic, affective and diffuse attitude than do West^'medical practitioners (i.e., 
the former are i^re personally involved; with the patient' and tend to^ treat "the 
whole person"), but they oftec; involve fihe entire family as ^11 asrthe community 
^mt^^ P^^^ss diagnosis and treatmerit. "This is not only emotionally gratifying 
t^he patient, but it reinforces his motivation to comply with the presc^ribed 

^ treatment (Ademuwagum, 1969). ' 

4. tlontrol of deviance. For the closely-knit traditional community ,Vf^ditional medicine 
may constitute an important mechanism of social control, by, diagnoilng the cause of 
-disease or lll-^fortune and by prescribing corrective nfeasures. - Aiy^xample offered 
^Kppler (1963> is the Indian villager who suddenly became irratid^l and violent 
anrf^s^am^d his family by loudly criticizing jjndia's national leaders and praising 
those^of Pakistan. A shamanistic nrite revealed that the cause of his dangerous 
behavior was the evil influence of the ghost Of a Muslim^ and that he was being 

.punished for having stolen an offering to the gods.^ He was ordered to pay back and 
the deranged behavior, once isolated an4 coifteimied,* ceased. In this dnstance the 
cause of the deviant behavior was diagnosed as supernatural yet ultimately the doings 
of ;ehe deviant; his dangerous behavior was safely contained.^ The traditional healer 
also sctsVas an agent to control overly lustzy^ppetites, restoring sociar equilibrium 
by dramati^ng and reinforcing the idea that it ffe dangerous to covet unattainable 
wealth and>ower (seeT Landy^ 1974). Unlike Western medicine, which asks, "How did 
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I get slck?i," traditional isedicine asks ^^Ih^ 4^^ I aiid ng^ my^^el^bor get sick"? 
:^t ultimately ptO|v;Ld0a a satisfyiti^ answer couched in te^ms * of I^Oiae super-hustan 
system of retribution an,d lustice. I^is Imparts a sense* of r^i^aticp and an 
'acceptance of.tte inevitable (se^ Hugh^s^ 1978). 



Press (1978) and Land^ (1974) note the ^^aial>/ additional functions o£ t^adi«* / 
tional heaXera in tratiational sc^ieties Idlers serving recent urbaa t&ig]kants 
in the^tedaiiag cities of developlngicouatrietf^ Tbes^'functiWs include th4 
following: » ^* - 



5; Minifflizl^K the trauaa of \:ultutal change; the traditional healer as **cultura!' 

broker f^^Tradi tional he<ale9s help po maintain the persbnality integration o£ 
' the rural migrant in a oaf^ling urb£»i milieu by interpreting illness in familiar 
, , tenss and exhibiting fasiiliar behavic^al^ >ing;^istic and ftttitudih^^JL^pattemsy 
At the same time'^y the urban fgtk healer df ten, incorporates scientific terminology 
* into older magical throught patterns, prescribes antibiotics, and refers difficult 
cases' to a^goveniment hospital* of clinic, v He ^bus helps £p ease the pdlgr)at|t*s" 
a^daptaptilon to modem health usage and to ixu>derfi cultural patterns in general. ' ^ ^ 
The healer's role then, in many cases; had been resynthesi^ed to incorporate 
modem elements; he has becon^ not a changf resistor but^a ch4i|ge^ agjent* TOdiating 
. between' the old and the new worlds. , * ' » , 



6. Alleviat:ing personal' stress resulting from social disorganisation^ uprooting)* and 
t change* in cities wider economic opportunities combine with the attenuation of as-^ 
cribed status and with increased social mobility to raise the aspiration level of 
recent rural migrants* Inadequately prepared and dlsadvantageously located, 
however, migrants cQBm^ly fail to attain their aspirations. As Coelho and Stein 
(1977; 382) put.it, "Their hopes are dashed shanty towns, social ghettos^ under- 
employu^nt, isolation, lack of assistance, and nostaligia s^ixed with frustration* 
Little by little the hoped-for well-being turns into daily frustration; family ^ 
life disintegrates, health ila threatened." Traditional i^dlcine, by encouraging ^ 
(fisplacement of responsibility for failure from self to other sources, rationalizes 
failure and alleviates the stress resulting from it. This is different ffoia the 
function of rural healers in lowering aspirational levels' or minimizing^ attempts 
^o achieve . . * * ^ 



7. . Fostering ethnic identity. In ethnically heterogeneous cities traditional medicine . 
provides a focus for' group identity by distinguls^^lng between ingroup members and 
qonmei&bers. it thus supplements other aspects of the group's culture such as 
religifcOus and ethnic rituals # ^ ^ 
r ■ ' ' . \ v . ; ■ ■ . ^■ 

When ve^onsider the diverse functions of traditional medicine in rural as well as 
in urban soclelKies, it 1$ not surprising that it has survived in spite of the increasingly 
successful onslaughts of modem medicine* Indeed, ^it has either, survived inta^f or made 
a significant comeback even in present-day United States. As the. New York TItos has 
recently reported (Vecsey, 1978), spiritual healing, long associated with Pentecostal 
grotips^ Is rapidly gaining acceptance in Catholic and Episcopal churches. It seems that 
by appealing to deep-seated psychological cravings, spiritual healing fulfils a need 
nat being met by modem Western medicine «en in a society where the dominant ^olk model 
is the scientific one. This is much more true in s6cieti es w it>h^at!^ong' nonscientific 
folk traditions and where Western medicine does not have suTVfcimit manpower to meet the 
needs o;f the population* * \ ^ 




Cone lua ions: Towards Integ|jpt'ed Medical Care ^ 

In %he final account the WHO defflnition of healefa as **a litate of total vell-fllng'' . 
cannot.be aet without an integrated agfort at rural development, since freedom froffi ^ 
disease must -be compllsmented by freedom from hunger, fr^ reypression, and fT^om ignorance. 
It is clear that efforts to Improve health care must be ab^mpanied by economic develop- 
mant^ educational upgrading, ^nd political liberation. Thedetalls of sXsch an Integrated ^ 
approach, however, lle^ouslde the scope of the present paper. For the pur|K>8e at hand, 
it is important to emphasise that, in order to' meet tjra ^oal set: by the WHO definition 
the issue of health manpower needs mxiat be reconsidered in thfi^ context of the tc^tal « 
national hpalth system. The ques^oo to ask Is, ^^at kind of health system do we need"?^ 
instead of "Vlhat kind of health manpower do we, i^ed"? 

^ r ^ - . ■ - * • ^. ' ■ f * 7 

# WHlle the cjuesti^on of What kind of health system a country needs .depends on its 
unique soclocultural and economic chracterlstics, it is posslbLe to establish some general ■ f 
guidelines. It Is clear that health ca^e must be oriented towards serving the needs of 
a^l the people in the country and' not only the ^rban or the more well-to-do. The f^ua 
of health planning should be on primary health care in the villages rather than on ^ 
technologleally sophisticated health care in thd cities, as has been traditionally the 
case in (lard-pressed developing countries attempting to |sodej:nl2^ rapidly. Jlahault 
(1976) suggests an Integrated hierarchical 'approach to structuring national health systems. 
At the*lowest leVel he envision^ village dispensaries procvrlding rudimentary primary health 
eare to local "communities. Primary care, according tp Flahault (1976: 442), "provide 
simple and ef f ectivia servlpes that are readily accessible ^to patients and help to Improve 
the living conditions of individuals and comsnunltles." This Includes preventing the 
spread of communicable diseases through vaccination', .treatment, and referral; ^im^ther and 
'child care; Ijealth education for better hygienic and sanitary habits|'^etc. ) Village 
dispensaries are to be supplemented, supported, and coordinated by rural health centers, 
by rural hospitals, by district and. regional health set:vid|8, and finally by specialised 
national institutes ^nd university hospital centers*; At yach level of centralization the 
services provided are^more specialized and the level of otaff training Is more advanced. 
Thu$ while rural ho^itals and regional centers are to Jfje at least partially staffed -by 
fully trained medical personnel, village dispensaries ^e to be staffed entirely by 
auxiliary health workers. These workers will originate from the community » .receive only 
a few months' training, and continue to work at their usual occupations. Jhey will need 
to be supervised and assisted regularly by the central d^rganisations. It is at ihis 
point that the Western and the traditional medical cultures intersect: The auxiliary health 
workers may be recruited from the practitioners of traditional medicine who are willing 
to undergo training and to submit to supervision. This will assure the coij^atibility of 
the health wc^rkers* ap4>roach with the attitudes and perceptions of the clients, and at the 
same time will Incorporate into the Western medical system alternative folk medical systems 
which constitute^ potential sources of resistance to it. 

■' - . f ' 

One exaiftple of an integrated approach to primary, health gare is the WHQ project In 
Somlla (see *Ahm^d and Steinglass, 1978). Folldwing independence in 1960 all practicing 
physicians left the country. By 1,973 there were 193 physicians in the count?ry, of whom 
135 were Somali, f This n^ant a ratio of one physician for every 15,500 persons. More than ^ 
90% of these physicians worked in urban centers. There were only four dentists, 770 
nurses and midwives, 6nd J4 medical laboratory technicians. SinCe 1960 health planning 
efforts have followed therg^radit ional pattern in ^§^eloping countries. In the last decade 
Somalia has devoted a ver3rvlarge portion of its health budget to establishing a medical 
scliool, where the' teaching, done primarily by Itallah doctors^is largely theoretical and 
academic, and to^expanding the three schools for nurses and midwi ves, th us sti ti leaving 
the rural populRlon aliBoat---without access to modem medical care. By contrast with this 
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famiHar pattern of centralizing health resources in urban, hospital-abased, hi|h quality, 
ti^dical Care^ WHO feas undertaken an innovative experi^nt to ^iiaprove primary care to the* 
rural population. ^ Conmainity-based village health workers, recpiit^d partly from the ranks 
of traditional pVactitioners, are being trained in rudisentary pfeveiStlve medicine, 
nutrition, ^sanitation, and the treatment of coiDDu>n illnesses. After the training (which 
lasts about three months) the/ auxiliary health workers return to the village, jtfhete they 
continiie to work at thier usual occupations but are also responsible for coimmmity health 
care. They are supported and supervised by the district sta^f. To be sure, the project 
has encountered numerqus bureaucratic obatacles, particularly objections to its "alien"^ 
origins (it, is supported by WHO and thus is not a part of «ie national health system). 
It has also created a need for mre persomiel at the distritt lever to supervise and 
train the auxiliary health workers, as well as a need f<!^ training in conaminity Health- ^ 
care at, all levels. In any^fcse, the interface between the Health bureaucracy and the 
people it serves has been transformed and the balance has shifted back .to the cpmunity. 
For the first time the tural population is being served by Western- trained medical ^ 
ye ^ 

ther \pr 

the natipi^l hgblth services, the- important point is that health care should be avail- 
able- to aj.1. Xrf^der to umke "a state of physircal, itiental and social^ vell-belog" ayaid-. 
able^ to all people, it is necessary to refocus the efforts of the heaUh care system' 
towards the needs and values of the people ia rural communities; it is necessary to 
bjing them intc^ the process of health 'care which affects their lives. 



personnel, howe^^er rudiis^ntary their training and equipment. 

Whether \pr not traditional medical practitioners can be formally integrated into 
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iNrllliucTioiii 

Purt»6se 



The purpose of this paper is to aid in conceptualizing and predicting outccHae 
variables for studies o& the impact of nutrition and nutrition-related heialth programs 
op family composition and structure. An attempt is made to emphasize dutc^Mt measures 
of potential utility to action programs. After a discussion on the relevance of the < 
problem, this paper presents a o^del of the impact of h^lth and nutrition program^ on 
family size and structure. This model focuses on the mi»t pertinent variables and rels^ 
tionships in the e^erience of the authors Section tnree delineates some basic 
methodological issues, while ^ction four presents s«xie concrete suggestions for data 
collection and analysis* A true i^thodo logical manual would run to book l^gth* We have 
merely highlighted several important aspects, of data collection and refer the reader 
to other sources on methodology that we feel are particulajrly useful. . ' - 

Relev^ce . , * 

During the course of the conf/erence where this paper .was presented, many questions 
were raised about the validity a^nd utility of evdfuation efforts. Many of these ccm^ents 
were directed at the difficvilty of "proving" that a given program had a 'specif ic impact . 
For example, how can one know whether an observed drop in a»3rbldlty in infants was due i ^ 
to a supplemental feeding program when other factors such as lowered exposure to pathogens 
due to behavioral changes, vaccinations, etc. may 'have been operating? There is no 
question that the objectives of many health and nutrition programs be realized thi*ough, 
a multiplicity of factors whlcb are difficult or impossible to distinguish. A "perfect" 
evaluation, Which explains everything, may be impossible or possible only at great cost. 
3ut it may be possible to understand a great deal about your program with 20 percent of 
the effort of the most cos^rehensive evaluation. Such cc^rehensive evaluation may not 
be a reasonable goal, but the other extreo^ of rejecting evaluation leaves a program with 
no parameters to guide it. An empirical assessment of the impact^ of a program, based on 
as much evidence as possible, will be bitter than assuming you are on the right track with 
out ever loDking for evidence to support or disprove your assumption. 

Th^re appear to be several types of evaluation possible where the liq}act of health 
progran^ is concerned. One type measures the extent to which program goals are 
achieved, and t|ie extent to which those achievements can be attributed to the program 
(program impact). A second ^^ype measures the effectiveness of the delivery of the 
services offered. This is actually a measurement of program process, but^ that process 
in turn affects the degree to which the program is^used, and thus affects its Impact. 
A third, less usual type .of evaluation attempts to unsure the unintended consequences 
of a program, its impact in areas other than the district progr^ goals. An example of 
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the type of goal measured in the first type pf evaluation would be "to lower the infant 
mortality to le^el 'x' or below." ^In .this case, questions are asked about the best way 
to do this (vaccinations, food supplen^ntation, treatment of infection. Improved economic 
status of the family, health education foif the Mth^r^ etc^)» As Patrick Maroane says 
in' his paper presented at this conference, the type of experiments (such as treatment 
• for one grou^ and not another) which planners woilld like often are difficult to carry 
out for ethica^ and practical reasons (45) . Of tep, s'carce resources dictate "natural" 
experio^nts where a type of program may be tried first in one region.^ }taxsf other tiros, 
the otjtcoi^ of . compbnents of the program can be predicted, thus aiding in the assessment 
of the impact. For example, if you know a s^asles vaccine is highly effective and it»i8 
administered to roughly 80 percent of the children 4n a given population, a drop in the 
incidence of measles may be very likely due to the program efforts. Mortality as well 
as morbidity may be affected, since it is also known that the death rate for lE^asles is 
higher in a poorly nourished population. Thus, you might also be able to^ hypothesize 
that<»an observed- drop in the infant mortality is due, at .least in part, to the vaccina- 
tion program. • 

^ The second typ6 of evaluation tmintioned above x\ot of what» you decide to do, 
but how well yoti do it. This ia^ the evaluation of the efficiency of a program in deli- 
vering -services. In many ways, this type of evaluation is easier than thte first. It 
is possible to find out who is using your ^^viges^ how they feel about them, and how 
to improve the services so that more people will use them and f^nd them easy tp use. 
The value of this type of evaluation should* be clear. Obviously, you want to make the 
most efficient use of -your resources. (Unless your goals also include factors such as 
^ploying as many ^ople as possible even, though that is a less efficient way to deliver 
pervices.) Obvio\jsly, if your program *is poorly delivered, that will affect its « 
ittrpact. Not incidently, that would also make '^^^re difficult to ^assess the value 
,of a given course of action! A good Example dtf^^^Bfcype of complication is when you 
assui^ that people didn't use. a contraceptive st^PliPl program because they ^didn' t want 
to space or limit' thetr families, when in fact, the women in that society happened to 
be extren^ly reluctant to be examined by male physicians, and the program 4taff 
included no female physicians. 



As discussed previously, impact evaluation has another dimension as well as tjae 
two just described." Whatever your goals, your course of al^tion, and your hesalth care , 
delivery system^, any or all of these can have unintended consequences. The example 
of -the measles vaccination program described above may b'e taken a step further^ If the 
.infant mortality rate has dropped (supposedly due in ^art to lower rates of infection), 
then more children will survive tuban- did previously. If this is not reduced accordingly, 
then the completed family size will bfe larger. Impending on economic and otl^r circum-- 
stances, this may be eithat/^ advantage or a disadvantage to the fa^ly. In any' 
case, the growth rate for the population will be higher and this in- tujrti will ha^e a 
set of ifspacts such as increased need for jobs, education, health services and othef 
resource^. This is an example of the impact of health programs on familysize and struc- 
ture which went largely unpredicted during the early decades in tliiis century when great 
emphas:^ was placed on reducing morbidity and nK>r tali ty. This prediction cowld have 
helped sociieties plan for these changes in populft^lo^ size and structure. While ^ 
causality can never be proved, such analysis and predictions of likely outcomes are \ 
essential for planning, and for feedback to programs. Por example,, an attempt to \ * 
improve the nutritional status of families may be thwarted by the Increase in family si^ 
as more children' survive so that' family resources may be shared' among more people, thus \ 
lowering the amount of food available per capita, and lowering, the nutritional status 
of the family once i^re. Clearly, unintended consequence^ can be either related or. 
unrelated to program goals. ^ 
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lese unintended consequences of progr^xod call foo: a broader type otf evaluation than 
has been previously the rule. Family composition and structure .are aiooag the variables 
influ^cing and being influenced by healt^ and nutrition programs which have received 
relatively little attention. Because they both 'affect heal^ behavi^t^ and are affected 
by health programs, it becomes doubly important to measure #TOem and their ^relationship 
to such programs. ' * \ . 



There- is abundant -cbmpafatjlve evidence from the wide range of different human 
"societies that familiar social groups play an exceedingly important role in human iif€^" ' 
ways. From the very earliest periods of humafi {and e^n pre-human) hi^tory^> the primary . 
domestic or household unit has been a major' component of human adaptapsLon, * In many 
societies it is ^he primary unit for procuring, preparing and distributing food. The • 
maintenance ahd socialization of chi!ldx:en, a^well as the provision of affeotj^ve bonds r 
*among adult?*, appear to, require stable, Jlong^la&ting family clusters v-^nd. eVery human 
society for v?hich.we have adequate dita. is founded on strong family utilts, • • 

Without downplaying the Xm'port^nce of larger social groups"—^ t^e band, ,^Hlage 
or more cO&plexi city, state and tiatlonal tzcmtmuniti as ft is^^clear th^t the household 
is a Very basic element in the successful- maintenknce of hiifcan life systems. It "is to . ^ 
be expectecTilhat the nature of this unit, in terms "of its organization, jsomposltion ' 
" and gtructur» will vary^ in relation to particular ecologlcal-^ecbnomic requirements. 

Xhat is, different types of environpi^^ts .Require different kind^ of family organification/ 
for t^el'r successful exploitation* For example i - the divislcm^af labor between , adult male 

. and fethale withi-n the ^ou^ehold wi,ll take quite different forms in- an Eslclmo band, as 
compared witVi a >fexi^an fan^ng community or ^ Amazonian horit cultural village. More- 

4kgver, intracultural differences in family;. qr household structure reflect this same 
principle. For example, ru^al households, often have different com{:u)sitl0i>* than their 
urban counterparts, even when cultural origins are the same fo^ both* ^ 

Malty human groups fiave families that, are quite.*di*f fetent from the monD|;amou9, ' 
nuclear family structure that EuroAmepican^tend to regard ^as "normalr^ Widespread 
in human societies one finds varying types Q&, extended family households^that contain more 
than one marital bond auu^hg adult members, often with generational continuity as veil. 
For example, an extended family structure maw consist of an older-generation husb^^nd- 
wife pair,, plus one, two or more marMed sonsi and/or daughters (and their spouses) , /vith 
their children, all living in the same" resldeptial unit ankJ sharing economic resources* 
Other variation^ include polygamy (marriage \iith 'more than one individual at a tim^e) , 
matri focal or fetoale-headed households^ and qhi^ inclusion of non-kin or fictive kin (such 
as compadres J in the household. 



These variations in social group membership suggest that we should distinguish 
between the concepts of ''family'' ^nd ^'housyhold." Typicajlly, social scicn^sts. define 
the household as "a group of people living together in a, single domicile, sharing 
food and other resources, whether or npc consanguineally related." Families, on the 
other hand, do not necessarily all^i^e together.* Furthermore, different cultures and ^ 
subcultures may have very diffe^nt conceptualizations of' what a "family is api who. is 
included within it. Even within a society the definition may vary with context. In ^ 
North American usage, for e'xampl©, the phrase, "just the'^amily," (used in connection 
with a ceremonial event) ^y mean hosband, wife and unmarried children or a wide network 
of kinspeople^ including aunts, uncies, cousins and so on. For many theoretical and 
practical, purposes *< including evaluating the impact of health and nutrition programs), 
the household, rather than the family is the relevant unit of attention. <^ 



In order to focus on the impact of health and nutrition' programs on- households, 
the important underlying coihtept of human adaptation "must be taken into account. The 
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b^sis of this concept is that much of human behavior is not random/^ represents an 
adaptation to a pa rticulaV^ environment (socio-economic wen as phy^i^l). Anthro- 
pological elboiogists theorize that beliefs and behaviors that affect fertility, death 
and disease rates are major, factors in the adaptations e^hji^n societies. Over tim^. 
ev0ry so<iiety develops behaviosfal strategies which maniiaize gains and minimize losses 
in its population size relative to particular environments (1) . *'Good" mihi-max 
strategies improve these relatioimin terms of the number of individuals f>articular 
environments can support, and -ifi^^herefore adaptive in strictly biological teriis^ ^ . 
There is good evidence that human societies have always had some control over fertility' , 
and ti«)rtality. Polgar, Dumond, and Hassan 3, 4) present important evidence that 
both were lower during pere-ljisforic (neolithic) times than previously thought. 

Looking at modem pe^^aant populations, we find very few examples of reproduction 
at the biologically possible maximum (one child every two years throughout the woman's 
reproductive span). For example, an anthropologist working iti Haiti found that 
peasants in the cul-de-sac region needed at least two sons and two daughters to survive ^^^^ 
economically. Given the high infant mortality rate, the B»an nuipber of pregnancies p^r ^ 
vo^Lx (around 9) over 40 was about' right to achieve this. Obviously, the women are tfet 
having the biologically possible maximum nOmber of pregnancies (5) • . On the other hand, 
.the ntean number of pregnancies for women over 40 in highland Ecuador .was '7, resulting in 
the "right'* number of living children for that economic system given the preva±I5:ng infa&t 
mortality r^e. Under a different, more generous subsistence system in lowland ^^ladot^^ 
the mean nusnber of pregnancies was ? (The infant mortality in Ecuadoi: is lower t^an ift f 
Haiti) (6). Given the importance of human Captation as an influencie on individual, 
familial, household, and societal behavior, health and nutrition programs which alter 
fertility and mortality patterns may strongly affect these social groupings. These 
feffects ar^ all the more important to note because many adaptations and the behaviors 
which sustain them are often not overtly recognized by the individuals and groups which 
practice them. This is^ to say, the behaviors seldom result from ^ societal meeting where 
somebody says: "Our death rate just. went down because we improved our agricultural 
production, so it's time to lower the birth rate." Most behaviors evolve over a long 
petiod of tiB», and persist because they are part of a successful adaptation to a given 
enviranmetvt . Our assessment, of such behaviors is complicated by the fact that environ^ 
mental conditions may change, but the development of new appropriate behaviors takes 
time. For example, malaria may be eradicated but certain areas may still be designated 
"unhealthy" and people will not hunt .ar fish there, thus neglecting a new resource area. 
Still, it is essential to observe behavior and not merely ask questions precisely because 
many behavfors do not result from decisions at th^ conscious IjMel. 

On the other hand, even though many behaviors may not be o^^tlj recognized as in- 
.fluencing mortality and fertility, program pLenners must be aware Ibdl programs are inot 
being introduced into a vacuum, but that considerable behavior changah^ be necessary. 
Th^se changes may have unforeseen consequences which are not always r^orable in economic 
or health terms. For example, introducing supplementary feeding to a breast-fed infant 
might reduce its demand on smterna^ milk to the extent that the mother might begin to 
ovulate sooner than otherwise, resulting in the close spacing of the next pregnancy with 
possible detrimental effects on the mother. and bojih children (7). Obviously, a program 
would not withhold the supplement in this 'case, but would inform the mother of the 

Z ' 4'' 

^ For a detailed discussion of adaptation in relation to morbidity and mortality see 
"Cultural Values and Behaviors Related to Population Change" by -S. Scrimshaw (8). 



potential early return o£ fertility and o££er her the means of avoiding an unwanted 
jpregnancy. . - . \ ' 

*■ ' • • • i-. 

In this paper w6 f ocua on the household as the primary^ unit of anal|[gls in evaJTua- 

tlon. However, it should be clear- that this is but one of the several units that miml 

|>e examined in evaluating programs , with, equal attention paid to the program and service 

delivery cqaponentSt as %^11 as to the larger poetical and economic 83^tem of which * 

•both households and programs are a' part. The household unit should not be regarded as 

either th^MiiaJor etlologlc agent in nutrition and health problems^ nor as the major ^ ^ * 

obstacle to successful change. However, in some situatioAa it may be necessary to chiEtnge 

l]ieal th- threatening aspjects of household organisation. For example » If high qtiallty protein 

foods are very unevenly distributed within the household unit, improving the nutritional 

status of ajLir metiers may require a shift in food distribution patterns. Similarly, « 

in many Instances .family' planning and natality reduction may be an essential aspect of 

a health action program ih prder to improve the health status of child and.vofl^ of child 

bearing age, • ' / 

Our main theoretical assumption Is that the household, through its collective re^ 
sources, 'is a key mechanism within which individuals organize their efforts to meet basic 
needs* Even«in nutrition and health optograms that do net directly set out to change some ' 
aspect of family structure ^and organization, the changes that are instituted %dLll often 
bring about, structural rebrganization of the household unit . Thus it follows that careful 
monitoring and ai^alysis of changes in this unit, in relation to intervention programs, should* 
be an essential aspect of evaluation. 



II. A MODEL FOR CDNCSPTUALIZING THE IMPACT OF HEALTH AND NUTRITION PROGRAMS 
ON FAMULY COMPOSITION AND STRUCTURE 



Evaluating the imnact of health programs necessitates consideration of many variables 
and their complex interrelationships." Even when the discussion of issq>act is. limited to 
^family compositions and structure, multlp^^e relationships are involved. The following ^ 
model . (Figure 1) is an attempt to conceptualise sos@ of thes^ relationships in order to de-J 
fine and clarify meamireii^nts. Ve have not included all possible variables, but have 
selected those that ap{|ear to be 190s t signfflnant for the purposes of this conference. 
The model is constructed around independent variables that describe program inputs, and 
dependent variables that may refl^ct the Impact of those programs. The Intervening vari- i 
ables represent the conditions through whi^ the program may act, and this context variables, 
reflect the effects of larger social forces that also influence changes In the dependent 
variables over time. It should be noted that the division of components into "dependent," 
"intervening," "Independent" and "context;" variables is for heuristic purposes only. In 
other situations (e.g., epidemiological research) the status of these components may change 
with respect to their ciategorizatidn as^^'independent ,^ "dependent" and so on. In reality 
these components are related in a systematiov^ fashion, with< multlplje and complex Inter- ^ 
actions. \ V 

-■ , ' \ .■ ■ 

Independent variables in the Model * 

1> Prpgrams . ? ' , ; . 

In the usual case programs, of planned change in the health field involve some 
intervention (e.g. in the form of education, medical technology, health aides or a , 
service facility) that introduces aspects of modem,, blo^dically-based health care - 
into areas of high infant BM^rtal^ty, chronic nmlnutrition, specific serious diseases 



(e.g. malaria^ schlstoaamlafirts) or ct^bioatlons-^^hese. litie interv^sntiohs, or 
Inputs, often introduced into a geographic area, esf^cifflly when they involve 
day-to-d#y activities of health profesaionals and paraprofeajsiionala. Thua, the 
independent variables are, in principle, observable in the fbrm of specific adminis- 
trative procedures such as food supplements, nusnbeifs^of itomunizations, measures to 
eradicate laoaquitoes and introduction of specific fawily plahnlng information by 
i<^entlfiable peVaonnel. ■ . ^ 

• ' ^ ' * ' • ' \ ' ' > . 

Despite the"" apparent clarity of such inputs, it is iaportaht ,to realise' that 

programs with presumably similair inputs may have differentiai iiopact depending on the 
loc^l acceptability of ' the program content &fid the ways in which the progtam is ^pre- 
sented or administered*. •'Medicine and Politics in-a Mexican Village" by Oscar Lewis 
li^nd several other artless in the san^ anthology. Health Culture and Xomimmity (9) , » 
provide excellent examples^ of this point. Because of .such dlfferentialu program 
impacts* input variables must always be carefully observed at the point of impact 
tn terms of toth content and adidiilstrati6n (mode of delli^ry). An article on 
"Cultural and Other Practical Considerations in the Evali^tion oi^lfatemal and Child 
Health Services" by S. Srimshaw (10) contains a detailed discussion on the assessisffint 
of .these two factors as they affect program acceptability. ^^.^ 

?• Context Variables \ , \. v 

There are many variables that may affect (and affectjed by) nutrition tfnd 
' health programs, which for the purposes of this paper can be jcalled context vari- 
ables, as they are part of the wider ccmimunlty picture. The t^at relevant of these 
for nutrltloni and health programs include: education, econom|Lc status, migration, 
political, forces and economic forces. A clean separation of variables is often not 
possible. Under the clrcumQtance8< within which families an^l groups live, behavioral 
.outcomes are often the results of complex interactions of economic, psychdlc^lcal, 
cultural, biomedical, and other factors. Evep the best research designs cannot cope 
with all the "extraneous" variables that can affect oqtcomes. \ 

* • ' . 

In one exai^le, T. Marchione (11) developed a rigorous before-and-af ter 
methodology to test the effects of a health aides program In a Caribbean country. 
During the period of the study (1973 to 19?6) the people affected by the healtlf aides 
■ program showed improvement in nutritional status (as c^asured in the heights and 
weights of small children) • After careful statistical assessment of the results, 
Marchione concluded that the injprovei^nts were indeed real, hut they were apparently 
brought ^boat by factors beyond the program, notably changes in cropping patterns 
' in res|^nse to world-vide price fluctuations, as well as national land Use policies. 
Econpmic forces, especially as they in^ct on food production, are often the UKJSt 
significant contextual, or confounding, variables. ♦ 

Within the ""household, both economic statuS|^nd educational Status are important 
^ variables which pf ten Influence factors such as the uge of health programs and the 
effectiveness of intervention at the household level. Other importaneMyarlafa j.es > 
that affect household composjj^ion and related characteristics are migration and patter 
by which additional persons (kin and non-kin) are incorporated into household units. 



These two variables are each the m^Jor focus of other keynote papers prepared for this 
conference. Consequently, they will not be discussed in detail hfte. ^ 



There a^re very few places in the world that ^r^maln unaffected by urban in- 
migration* In many areas of Latin America, as elsewhere, practically every family 
is affected directly, usually through Qutmlgration of younger members (12, l3)/r 
Research on the iitisSdct of health programs on f^lly composition and structure must 
therefore somehow take into ac<iount the effects of thil%lgratloo. 

w - . % 

i^t the receiving end of the migration patt^lms (in towns and cities) there Is 
often the develops^nt of household^ with multiple additions, as relatives from the 
iTural homelands arrive to seek their fortunes. Ugalde and associates (14) documented 
the ^striking ioo^rtance of kinship in the entire pattern of citywa'rd migration, noting 
that ^' Among migrants (to >texico City)'^^ 53 percent received help in finding housing, 
.and 4& percent received tem^oraty food and shelter from their Mexico City relatives.'* 
The large household sizes they docua^ted in Cd. Juarez, Mexico City, Call and 
Barranqullla reflect the influx of kinfold rather than high "birth rates in th^ city^ 
In Mexico City* (six neighborhoods) 3B percent of households had nine or mote people, 
in Barranqullla the figure was 15 percent, vh^le 27 percent^f househplds in . \ 

, a "suburb" of Cd. Juarez had nine or mor^ persons. 

In another stiftdy, focused on Ecuador, urban households were larger than either 
coastal or fountain rural areas. Also, more than half the urban households consisted 
of extended families, as compared to 40 percent of the rural coastal households and 
24 percent of the im)untain households. T^e same study revealed^ great deal of coimunl.- 
ca t ion and visiting between family members in rural and urban areas. Clearly, these 
interchanges can be hypotheslzed^to influence the acceptability of prograo^ focused 
on changing health behavior, through people^s increasing exposure to new Ideas (6). 

Intervening Variahles 

1. i Health Behavior ^ 

Program' use, as reflected In actual health behavior^ Is classified as an inter-- 
venin^ variaT>le for the purposes of this analysis. The content and administration 
of |>^ograms and the context variables are all seen as affecting program use. Health 
behavior in turn affects rates of n^rbidity, mortality, and fertility as well as * ? 
household composition and structure. However, it may be affected by them as well. 
, (These concepts will ife" discussed* and illustrated in the next few pages). 

2. Morbidlt^^ MortaJ.ity and Fertility • ' 

The inputs from health and nutritiofi programs are generally expect'ed to have a 
direct Ippact on rates of uwrbidity, mortality and fertility. In almost all cases 
reducticSi In these rates is the hoped for outcoi^. The reactions in illness, un- 
timely deaths, and iHiwanted pregnancies^ in their turn have effects on a variety of ' 
social,^ sth-tural and economic features. Therefore, as^indic^ted in Figure I we 
consider the change's in morbidity, UKjrtality and natality to be intervening variables, 
although they may. also bi considered dependent variables since they are affected by 
health b^haijior and by househ^d (and family) size and composition. 

3. Hpusehold Size and Compositio n ^ * » 



For the purpose of this, analysis, household size and composition are mainly 
considered dependent variables. However, it must be emphasized that these variables 
may affect and be affected by the context variables, health behavior, and by 
morbidity, n»rtality and fertility. Thus, in some cases they act as intervening 
variables. 



Dependent Variables ^ ' I . 

As noted above, we have selected a set of concepts frour the general domain of house- 
hi>ld (family) composition and structure for discussion here.. This list is not a comprehen- 
sive set of all potentially-«^vant*variable8 that could be categorized under the general 
rubric of "coopositlon and structured' Rather. If repr^ents a number of aain elements 
that appear to us to be of some significance. , 

However, defined In particular societies, household or faaiily composition includes the 
following variables: . , 

1. size ^ ^ 

2. complexity * ~ - 

3. age structure ^ 

4. nuiaber of living children 

5. child spacing 

* ■''^"^^^ese variables are frequently measured in research projects and. action program 
concerned with health and nutrition. However useful such data are. additional meaning can 
be acquired through the examination of other variables. The broader understanding of the 
basic household composition variables is particularly important to the question at hand. 
Which seeks to understand the impact of programs on households. These additional variables 
deal with household structure. . " ' 

Houaehold structure'is^a more abstract conceptualization thats^n refer to a variety, 
of features of households. We have chosen td focus on the following !\ 

6. relative position of house hold members 

7. patterns of residence ' . ' ^ 

8. domlnance_or dec i-s ion-making pattertis 

9. the cycle of domestic groups ' ' 
10., interrhousehold relations 

i 

1. Household Composition ' 

As discussed above, family size can be conceptualized as household^^i^lze. A.^^ 
household can range frtm one individual to many, representing several;'generatlon8. " 
. Frequently the smalles^unlt consists of a woman and her dependent chiT^n. Com- 
plexity, on the other hand, refers to the types of people or relationshlph that are 
represented in the household. A household may include people whb are related by 
marriage, by consanguineai (blood) ties of varying . degrees of closeness and by people 
who have no biological or sanctioned sexual relationships with other household 
members. Households will also vary in tems of their age structure. They may include 
a wide distribution 6f individuals across the agfe range from infancy to extreme old 
age, or a much narrower range, as wduld be the case when the household included only 
one or two generations. 
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While the yariables of household sxke^ age range and complexity may be difficult 
to separate, it is sometimes necessary to do so in order to assess the impact of 
health and nutrition programs* For example, it can be assumea that tyousehold, size 
is liot totally random, but has son^ relationship to efficiency in tTTe feeding and 
maintenance of the group. Health programs may create changes in efficient household ^ 
size. « For example, some dietary patterns are facilitated by the presence of several 
meal-makers, thus encouraging extended family organization. If new« more individualized 
food preparation is introduced, households may tend toward smaller size. 

• ■ ' «' . 

Family composition may be affected if a program undermines the authority, of an 
individual, which then leada to conflict in the family. For exampl*e, if 3 grand- 
mother's advice on child care and feeding is considered wrong by the program, the « 
result may be that the nK)ther'giv^a<In to the grandmother (the health program loses) 
or the grandmother is defied (g^midmother loses). A classic example of a program ^ 
affecting family composition is the welfare system in the United States, where less 
aid (or no aid) is given to households that include a healthy adult male. .Families 
may split up to get aid, or the adult male may attempt to live with his family 
•secretly. ^ 

Since health, and nutrition programs often focus on only souse n^nd^er^ of a 
hdilsehold (e*g. children under^five, pregnant women), it is important to assess the 
Impact of thi& feature. Ik^es this focus alienate other members and discourage program 
use by favoring only sonffi individuals? Does it improve health for dome memberslgijj^s*^ 
ing the others free to spend scarce resources on their owft health and feedingf^Ts ; 
the -program concentrating on the ri^ht individual to achieve its goals? 

An example of the latter question is provided b^^^^^^^^pStf^nt^esearch on the 
energy expenditures and nutritional needs of adiilt ma lesTlp^a-l^rin American country 
on the assumption that improving their nfitritional status would permit them to work 
harder and earn more money, which would then be used to improve the , nutritional 
status of the entire family. In our opinion, it is impossible to make this type of 
assumption without further investigation. How does the program director know that 
additional energy will go into economically productive labor? If ijt does, how does 
one know that any extra money earned will be spent on food, or even on the rest of 
the, family? It may go towards other items, such as a radio, lottery tickets, or 

beer. " v 

t 

Concerned about this issue, one investigator in Guatemala did a comparative 
study of male and female activities. She found that although men did considerable 
economically productive work, they had nnuch more free time than the women. The 
domen in the same consnunity started"^ their day much earlier than the i^n, getting 
»up to make tortillas and prepare oth^r food for the family. Thej^also invested some 
time in animal care (mostly pigs and chickens) and small garden plots. Then they 
did. agricultural work on a^P^^^^^^l^" (often walking long distances to work). At 
somle* times of ,the year, this agricultural work was identical to the work^the men 
were engaged in (e.g. picking coffee). All this was done in addition to child care, 
washing and otWier household work, anc^f requently", pregnancy ot. lactation (15) • 
Obviously, this situation rails for a careful assessment of who will benefit the 
family most through inclusitn in a nutrition program. 

'# Two components- that hea!^h andputrition programs can be expected to affect are 
the number of Hying children aaj^<Re^child spacing. To accurately assess program 
Impact these variables should be derived from carefully collected fertility his- 
tories* These histories should include all pregnancies and their outcomes (induced 
or spontaneous abortion, stillbirth, perinatal, neotlatal, and subsequent deaths). While 
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the number -and spacing of living children relate to the current household alae .and 
composition, health and nutrition programs are likely to alter these variables ^ 
through reduction. of mortality 3t all stages from conception on, and changes in ^ 
fertility when contraception is sought. A further complication in assessing program 

' impact is derived. from evidence that differences in spacing between births can affect ^ 
tb'e child survival. In Ecuador this has been observed for both the first and the 
second child in a birth interval pair, although the second child was more Strongly 
'affected than the first. For example, the second child -of a closely spaced pair' 
had a slightly higher probability of not surviving if its older sibling was alive 

• when the second child was conceived (7). Thus, it is possible that a program coUld 
increase the chances for survival for some children while decreasing them for others, 
^-'^specially if one of the program impaets was closer spacing. Clearly, the blon^dical 
and behavioral factors behind such mortality differentials need to be more thoroughly 



explored. 



f 

"Another Impostpnt aspect of both, thfe qurfjer of living cjtlldren and birth 
intervals is that, cultiiral norms-^bOTt them are not always overtly recognized by 
individuals or 'groups < 8). As previously n^ntioaed, family siae and spacing vary 
widely across human socjefies, agid are usually appropriate for the social and 
economic Scircumstances .of etfch group (except where rapid change has occurTe4 In 
some relevant area such as economic factors, oprtality ratea or land, Use patterns 
and family size nprras and Jthe accompanying behaviors have not yet changed to adjust 
to tlw! new situation). The categories of behaviors which affect family alze and 
spacing haVe been descc^bed as "Interveniiig fertility variables" by Davis and Plake. 
Their article on the ^Ject is an essential guide' to any researcher atteB^ting to 
measure behavior related to fertility and family sige (16) . ' ^ 

The significance for health and nutrition programs of the Intervening fertility 
variables and both Qvert and covert norms about family size and spacing is that these 
norms and behaviors may be affected by and affect program use. For example, if 
cultural norms and behaviors lead to an average completed family size of five children 
(with about eight pregnancies in order to end up with the five), and the program 
succeeds in reducing mortality so that more ofthg eight survive, *ml lies may find 
themselves emotionally atwJ finally overwhelfflSJTand reduce their use of the program, 
thus possibly leading to an Increased Infant and child mortality once again. If 
cultural norms are recognized^ the program may be able to substitute the option of 
child spacing or limiting to maintain the previous economically feasible size of five. 
Conversely, mortality rates may have been do high prior to the program that the 
community needs and welcomes the additional children who are surviving. . What is their 
impact on family and household' structure, and on the economic Situation of the family? 
In some instances, their labor may improve the household's economic situation (17). 
In the Javanese case, Benjamin >niite has argued that wetland rice cultivation provided 
good opportunities for intensifying agricultural production whenever additional labor, 
even child labor, became available (18) . , In such a situation the psychological and 
^ economic liosts of child and maternal morbidity and mortality were apparently balanced 

off against th^ need for greater economic productivity and the advantages of a large , 
family labor force. SlmilarJ^ln Latin America the steady migration of young people 
to the cltie^ may provide str^Knotivation to maintain large families in order to 
increase tM likelihood of epdnortic largesse from urbanized of f spring, as well as 
to improve the possibility of>i^plng one or two at hodfe to insure one's old age. 

At this point not enough is known about family and community responses to 
rapid drops in infant mortality and changes in pregnancy spacing. The collection 
I data to help understand these factors should he an important part of the 
ksessment of program impact on family size and structure. 
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HottsehoXd Structure j 

• In a cross-^culcural perspective, the matter wherd a newly married couple 
resides Is of some significance f-or understanrftng a nimber of aspects of familial 
and 'societal functioning. In the contemporary urban world, tl^ preference Is 
overwhelioingjly for neolocal residence; that is, the new couple establishes an 
independen tf household t apart ftcm relatives. More com^m historically, was the 
pattern in which the new couple resided either with the young husband* s people ^ - 
(patrilocal residence) of the bride* a people (matrilocal residenci) » In sob« ' ' 
societies the cxiyple spends a period with each "side" of the family. Other varia- 
tions (iBOire frequently encountered in Africa and Oceania) Include residenca with the 
groom's maternal unclie or the bride's Bather's brother* 

• ■ . ' ' ■ ^ ' ■ ■ -/ .■ . ■ . 

Whether a couple sets up an Independent household or is Incorporated into an 
on-going household as parr of a cmtrilocal or patrilocal extended family may have * * 
Important effects on natality patterns, as well as other aspects of health (16, 19^ 
20). While the debate about the relatlsonsbip of esctended family structure to hlg^h 
fertility is as yet unresolved, there can be little doubt tlut health, nutrition, 
and other development programs should be examined for possible Influences on 
residence patterns. 

? The concept of fan^ly power structure or patterns of dominance in decision- 
Qiaking has been of iniierest to sociologists, anthropologists and other students 
of family organization. /It is also often directly relevant to the interests of 
health care workers and administrators, for in many situations the nature of family 
deciaipn-maklng can significantly Inhibit (or facilitate) the utillEation of services. 
For ejtample, in families in which ^dult wcnaen do not have the authority to make 
decis'ions about health matters, failure to have children vaccinated, or Jo seek ^ 
prenatal services, may reflect the viewpoint of the male household head, rather than 
t he f emale. In sucih cltctmistances, securing the confidence and the cooperation of 
^he male decislon-^maker is a prerequisite to eKpandi^ the^ utillzatidn of the 



of machismo is widely regarded as the "cause" of male dominfince in Latin i^rican 
•family powei; structure. Without delaying the contribution pi cultural ideas such 
— ^fs'^chismo, it is also Important to axpilore the extent to which the composition 
of tJie family influences family decision-making. For example, there Is consider- 



ethnographic evidence,, from many parts of the world, to suggest that the status 
of a woman, within a family is drastically altered by age, motherhood, and becoming 
a "mother-in-law." In many communities the low Status mother immediately becomes 
a high status person with considerable decision-making authority and control over 
resources when her son marries and brings his bride to her household; Recent analyses 
of women as decision-makers in Latin America demonstrate this same increase in pover 
with age and status changes, as well as a certain amount of cover decision-making 
(for example in the allocation of family resources for children) which is concealed 
from men (21, 22, 23). Thus, we s&y hypothesize that the composition of the family 
may have considerable effect on family power structure, and hence* health and 
nutrition programs that alter family composition can also have an impact on 
decision-making. ' 

Furthermore, it ia^mportant to note that health and nutrition programs can 
directly affect family authority under particular kinds of admii|^.strative circtno-' 
stance^. As meiftioned previously, in the United States the federal program of Aid 
to Dependent: Children, which is available only to children in fatherless homes, 









■ apparently leads to a situatlfin In which a woman must aesuoe authority, with r^pect 
to the government agencies, altihough her husband or male partner -»sy actually ^ 
. present in the househbld, unbeknownst to the authorities. Al^««««=*^«^y> «**f ' .nni« 
mothers of young children^ are designated as the recipients of extra food In ^ supple-. 
::nJ:rio« pL^. a mother-s status as "procurer of food" '^^^^Be 
her role in decision-making In other aspects of household and faaUy life. 

Another family component whose position may be influenced by health programs • 
is the elderly. Not o»ly may their authority be altered by pi;ograms. but changes in 
family sise "or structure may affect other factors such as migration, leaving an 
older and economically marginal segment in tradltlotiaa villages. 

Unfortunately, even in areas with available twderd With services, the chronic 
diseases of the elderly often receive relatively less attention. In part the in- 
vestment In medical attention for the elderly i« not made because it has little^ 
economic pay-off; on the other hand, the infirmities of old age are x) ft en beyond the 
reaches of even advanced medical science; • - ^ , 

More detailed study of the effects of health programs on the roles of. elderly 
people in families is much needed. ' Such studies should include attention to the 
changing i*oles of the glde^rly within household structures, and the effects of dif- 
ferential health modernization - in which certain types of health care become widely 
available (e.g. Iwaunizations) while specialized long-term care and treatment of 
chronic' disease is neglected. • 

The concept' of the cycle of domestic groups is widely used i\«»*^*»50P°^°fy . 
to denote changes through time in the structure and composition of households (2J>' 
Parallel to the idea of the life cycle of the individual - frcm childhood to maturity 
to senescense ~ households can also be s&id to have a cycle. In many contemporary • 
situations the cycle begins with marriage and ends with the death of the spouses. . 
but in systems with extended family organization, the cycle is. one of expansion and 
contraction, without a clear "beginning" or "ending." 

From the foregoing description it should fae clear that health, and nutrition 
programs that alter longevity, fertility, or age of menarche will have, over time, 
an impact on household domeatic' cycles. 

In the event that improved health and nutrition standards, along with other 
changes in living standards, increase both the number of offspring and the life expec- 
tancies of people, then some aspects of this cycle may be extended, with s longer 
post-child-bearing period for the senior, generation and a longer overall adult 
career during which families and individuals may expand and "improve their lands, 
domiciles.* and other economic holdings. Such a lengthening of the family career, 
may, however, produce serious new problems if it is acconyanied by increased depen- 
dency ratios. One of the solutions to 4:he prospect of longet careers and heavier 
economic burdens (or lack of locally .available resources) is outmigratlon to urban 
centers, which creates yet another set of problems in both rural and urban areas. 

f 

Linkages Between the Independent, Intervenin g and Dependent Variables 

Although the public health and social sciences literature is full of hypotheses and 
conjuectures about the effects of health and nutrition programs, very little research has 
been directed to the documentation and ahalygis of their impact on families and households. 



Therefore many of. the suggestfions la the ptecedifig discussion and i^.the exasq>le belmr are 
hypotheses and huaches to be e^plored^i although isolated and inconcliisive evidence supports 
sose of these effects; . * 

Increase in Family Size . 

t ' " 

^ There is one clear and relatively unaatiiguous effect 6f health and nutrition 
programs that has4)een documented widely. Throughout i^st of Latin Ai^rica* as in 
ti»8t of the world* dtasaatic decreases in Infant iiK>rtality have been recorded^ 
followed by rapid population increases. The following example, from Ecuador can 
be duplicated for many other countries. 

Table 1 



FERTILITY AiH) MORTALITY- IN ECUADOR (25, 26) 



♦ 

Year 


Birth Rate 
(per 1,000) 


Iteath Rate 
(l^r 1,000) 


GrowftH Rate 


1920 


47.9 


30.9 


1.7X 


1940 


47.1 


25.9 


2.2Z 


1960 


47.3 


14.9 


/3.32 


1965 


44.0' 


" 11.7 


,3,2% 



•Ecador*s 1975 birth rate was 41.8^ while the death rate was 9.5, resulting 
in a growth rate of 3-2 (27). At that rate, Ecuador's populat^ion can be eKpected 
to double every 22 years. It should be noted that the birth rate actually declined 
slightly ovel) the period covered, but the growth rate increased dramatically as a^ 
result of falling infant mortality rates* Retrospective fertility histories collected 
^ in 1971 revealed another interesting occurrence. As infant mortality rates fell 

during the ^608, so did the percentage of live births. The difference^ was reflected 
in increase^ rates of induced abortion* This is a clear indicator of attempts to*regu-; 
late family size. In this case, spacing' was also a factor as abortion began to 
be induced for the^ second pregnancy, and was most frequent fot the second through 
sixth pregnancies. This i^^ clearly not a population of desperate grand multiparas, 
but of younger women of lower parity making deciswns about their £ertill,ty before 
it becomes a serious problem (?). * ^ ' 

2. Increased Ratio of Deperidents to Adults * ' , 

* As .infant mortality rates decline rapidly, ,there is a net increase in the 
percentage of children per family unit or per adult "breadwinner," For example. In 
Ecuador in 1975, 46 percent of the population was under 15. The demographic assump- 
tion that individuals under fifteen are all "dependent" is, of course, an unrealistic 
view of the world in termS|Of the ages when children in many socieites become econo- 
mically productive. In most cases, children contribute to the household long before 
age fifteen (17), • * ' * 

3. . Increased Morbidity Burden in Families with Hereditary Illness 

Modern health programs include fec^e instances ih which improved medical systems 
add to family burdens of caring for the sick. One example of this is the problem 
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of thalassemia, which is esjiecially prevalent in the Eastern Mediterranean and 
certain other parts of the Old World. In earlier times children vlth thalassemia 
(Cooley*s Anemia) usually lived for only a few months 'or at most three or four 
years.. Now, with extension program^ of blood transfusions and drugs, individuals 
can often be maintained into adolescence and beyond. Families with two or even 
three living thalassemic children are therefore now possible with the new medical 
procedures. Families with such children often carry heavy burdens of psychological 
tensions (guilt, anxiety, etc.), as well as the financial and logistic costs of 
caring for the children who usually become progressively more deformed and sickly 
in their terminal years (28). There are other types of cases comparable -to that 
of thalassemia. 

Outmlgratlon and Loss of Household Men&ers 

^rller we treated outmlgration as a c<^tiext J^arlable, but in many areas 
population pressures brought about by sharply decreased infant mortality may directly 
force outmlgration, as families and Individuals seek solutions to their economic 
circumstances. Outmlgration, for economic reasons, has ii«>st probably followed as a 
direct consequence of health programs in many parts of the world. In some areas the 
first to migrate are the young men and wcmtetH a practice that not only affects 
family structure but cossnunlDy life as well (6). 

Migration <Jue to population pxressure is not generally separable from the 
movements of people responding to "other factors, so it is perhaps nearly impossible 
to analyze the direct contribution of health/nutrition programs to changes in family 
composition. ' ^ 

Marchione (11) in his study of a Health Aide, Program in Jamaica, suggests an 
interesting effect on household struiCture, based oa a. factor analysis of household 
and socio-economic variajples. His fiactor of "family cohesion" was correlated with 
nutrition levels of the young children in the sample. While the relationship may 
be one in which greater family cohesion affects children's health and nutrition, he 
also poses thg hypothesis that, at least in pirt, the health and nutrition status 
in households may be contributing to ^improved cohesiveness among the parents. In 
this case the factor of "family cohesivenjess" included items such as "presence of 
father in the home," "contribution of father to support of child," and "presence 
of mother in home." 

Clear deiiKjnstration of the effects of health and nutrition status on household 
cohesiveness, including reduced divorce and separation rates, will require a Vei^ 
tight research design, probably- incorporating before-and-af ter measurements in order 
to properly assess^ the chronological sequences of changed. 

Sutimiary 

The actual effects of a -health and nutrition program will, of course, be 
determined by a variety of factors that will vary from one cultural-ecological jjltuatl 
to another, and from one type of prograift to another. Since the primary purposes 
of this paper are'to develop a framework for assessing impact and methodological 
guidelines for carrying out such assessments, we are less concerned with predicting 
outcomes before programs are instituted. That is, the extraordinarily difficult 
problem of accurate prediction of the impact of a health program is not a central^ 
focus of discussion here. This would follow more apprc^riately from basic research 
that monitors existing programs and programs that are about to be initiated- In the 
following section we will take up the methodological issues of impact studies. 
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Ill, EASIC METHODOLOGICAL ISSUES 



^ Most current l>ealth and nutrition programs have developed out of Weatem medical and 
public health traditions. As discussed by Rosenfield in a recent paper on "Modem Medicine 
and the Delivery of Health Services," there is no single systan which can be described 
as "Western" medicine (29). Nonetheless, what today is known as ••Western" medicine is 
largely derived from European and Aa^rican practices. In addition, it Is only relatively 
recent ly^Ctte past 50 years) that this medicine has bad a "scientific" basis, has been 
able to systematically understand many diseases and produce what Dubos calls "the 
magic bullets of medicine^' (29, 30). In a relatively short ttae. Western medicine 
has come to dominate many of the responses to health and illness throughout the world 
(30, 31). However, there remain many health problems that do not yield to Western biomediclni 
for a variety of reasons. 

10 

Many dedicated practitioners of Western n^dicine find themselves uncomfortable with 
the levels of disease that^ continue to coexist in the world with Western s^dicine. For 
example, John Bryant stiates in the preface to his book on Health and the DevelopinR World 
that "Large numbers of the world's people, perhaps more than half, have no access to health 
care at all, and fdr many of the rest the care they receive does not answer the problems 
they have" (32). One reason for the latter pxxiblem is that programs based on Western 
medical premises may run into problems ^Aen applied cross-culturally without consideration 
of the relevant cross-cultural variations. Health, Culture and Coimnunlty edited by Benjamin 
Paul (9) provides an excellent set of case studies on tbitf problem. For example, an early 
INCAP pragram had difficulty due to several factions in the village which^ the-health workers- 
were unaware of and did not relate to equally, thus alienating part of community. It 
the same program, beliefs about the intention of the project (they are fattening our 
children so they can send them to the U.S. to be eatAi) and about the nonreplaceabillty ot 
blood drawn for analysis also created problems (9). 

Although many elements of Latin American culture are closely related to elements of 
European culture, many are also based on preHlspanic cultures. There has been a blending 
and an evolution of cutlural traits which result in much variation between and within- 
Vounfcries. la adiitlon, there is much variation between sociftreconomlc groups in Latin 
America, as elsewhere. PAHO has long been aware of this as an Important factor in* health 
care for this hemisphere. In fact, this conference reflects the need felt by PAHO repre- 
sentatives and health professionals In general to go beyond the evaluation techniques 
which currently predominate and to produce sensitive cross-cultural measures of program 
Impact. This task is made all the more difficult by the fact that there is ah inherent 
contradiction between the concept of "sensitive cross-cultural measures" and the use of 
a single, absolutely identical research technique in all cases. Because the cultures 
vary,, one technique will not measure the same thing across all cultures no matter how ba4ly 
uniformity is desired. The same approach does not have the sac«' meaning or yield comparable 
fesults in every situation. The question, then^ is how to come as close as possible to 
the goal of measurements that are both meaningful and accurate, and applicable cross- 
cu]^turally, so that comparisons can be made between programs and their impacts. 

A Qualitative-Quantitative Approach to Data-Gathering 

One answer to the problem of achieving measurements that are both meaningful and 
accurate is to attempt to take advantage of the more qualitative methods that have been 
developed by ethnographers and to wed these with the quantitative techniques tKat Hfc/e 
proved to be lnd.eispensab;ie to the development of verifiable, scientific knowledge. A 
period of intensive participants-observation and Informal interviewing in the community or 

* 3 • ■ 
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conmamitles in which the evaluation is being carried out Sjprves several important func- 
tions: . r 

!• ^ It provides information from which to generate hypotheses about program impact 
at the local level that may not be apparent frcan the outside, 

2. It provides information on culture patterns and family lifeetyles >on which specific 
questions in formal quantified surveys can be based. 

3. It yields insights about local 'language usage ^d helps the evaluator to design 
questions that will be understood will not ^offend or confuse respondents. For 
example, one of tte authors (Scrlmaba^ -fc^ni^, that an^ng Puerto Rican ^men iji I^ew 
York City, the question, "Sabe cobk) evltar Ip^^ljos?" elicited the infq^nnation about 

.whether or not the resppndent had knowledge o^^ contraceptive techniques. In Ecuador ^ > 
the same question brought a response" from Vcwn- that w^s a vigorous denial that they 
practiced abortion; **no i^ sacarla'un hlhi." In prde:^ to findiput about a woman^s 
knowledge of contraceptives, the question bad to be phrased as, ^Sab^ como ey^tar 
quedar encinta?" Also, in nearly every culture tl^re are some subjects which are - 
not openly discussed. Chen and Murray present an e^ellent discussion of this ^ 
based on research in Haiti which should be consulted by anyone planning survey research 
in Latin America (34)^ , . . , 

4. It produces data on local conceptions of health and illnessv that may influence 
people*0 responses to formal .<^uest ions. For^e^cample, a mother may '^ay that her^ 
baby is currently "well" but the local definition of a well child includes a 

* child with parasites ("all children have worms"y| , edema ("a plump baby is 
healthy") and so on, / / ' ' 

3* It provides the evaluator with general *lnfortiaation about life in the community 

that is extremely helpful in interpreting the statistical results of the quantita-- 
tive data. ^ 

As suggested by the last item, qualitative,^ descriptive ^formation ,,18 ^portant 
not only in the early phases of evaluation research, buft in later phases as well* Usually v 
the results of the quantitative data analysis will be presented in the form. of correlation 
coefficients, tests of Independence, tests of signiflcancet and sometimes in >the -f orm of 
multivariate analyses, with complex causal iiujdeling, path analysts or other similar 
techniques. If the research has been carefully done an^ the data base itself is valid, 
then the patterns that emerge from the statistical analysis should be referable back to the 
reality of life in the commimlty. That Is, it should be possible to Identify cas€?s (house- 
holds and individuals) that exei6plify the patterns revealed in the statistical analyses. 
Thus the use of "case studies" or "case-histories" (a type of qualitative data) nQ,t on£jt_ 
provides a check on the statistical manipulations, it also giv^s a sfense'of reality to \ 
the evaluation report and helps planners and administrators to interpret and Judge the 
intervention program. In projects which have used and C9mpared a combination of quantitative 
and qualitative methbds, both the reliability and validity of the result^ have peen judged 
higher C6, 33, 34). ' • . . 

Initial Considerations ^ 

When the "central aim of the research is the examination of changes in household com- 
position and structure, there is no practical methodogical substitute for direct and in- 
tensive interviewing in samples of households. Furthermore, from the discussion of the - 
variables in the preceding part of the paper, it would appear that a considerable amount 



of data on age, ^economic status, Wgration history, social activities, as well as fertility 
and morbidity h^tory must be collected from eaeh. household if one is to sort out the 
effects of theprograxn'' f rosQ the welter pf oompeting and confounding variajbles. Effective 
housj^hold interviewing under such circumstances may call for a complex interview schedule 
that may require several hours or several visits to administer. 

- • * * . • . 

Given th|£ need for intensive interviewing in"* households, it is often necessary to 
settle for fairly small samples. This is not the only research strategy available^ but^^,. 
except for unusual circumstances of abundant research resources, it appears to have the 
im>st likelihood of success, given the c(^plexlties involved. That is, whet^ the choice , 
must be made between a large sample and less iqtejnsive coverage vs,--a smaller sample with ^ 
ffipr^ intensive interviewing,, the latter Is preferable in the matter of evaluating impact 
bti the dependent variables discussed abov6. 

■> ' . " " . * ■ 

Basic Methods of Data Collection • . 

' -^^^ . - , . V - . 

As 'mentioned above, a paper of this length cannot • be a manual for field research. 
However, we feel that it may be useful 'to offer some suggestions regarding specific methods 
that are important in the evaluation of the Impact of health and nutrition programis* 

1. Interview S chedule Design 

' ' Interview schedule design is a fine art, a fact which is frequently ignored 

in the haste to conduct surveys. High quality in Interview schedule design is essen- 
tial. Data based on poo^ and poorly organized questions is misleading and in- 
accurate no matter how large ar random the sample^ or how sophisticated the . 
analysis. In-depth knowledge of the culture to>M studied is very important, and 
pre-testing of interviewing, schedules is essential. Much thought niuSt: be given to 
the 'wording of questions, the order of questions^ and their appropriateness. In 
general, the least, sensitive information is collected first, the more sensitive , 
questions are asked after some rapport has been established. Care must also be 
taken to ask only questions which are really necessary for evaluation, in o 
to keep the interview from becoming too long. * . 

Another important aspect of survey research is great care in interviewer 
selection, training, and supervision. The idt^rviewer mist be acceptable to the 
community in telms of age, sex, status and mode of interaction. He or , she, must • 
be thoroughly* familiar with the Interview schedule and the concepts behind it. The 
training should emphasi£e accuracy in data collection and respect for the interviewee. 
We have found that optimum nujtivation and accuracy are siot found by paying tjhe inter- 
viewers by the interview, nor at a fixed rate (daily, weekly or monthly) alon^. 
Instead, half-salary (the going rate for social workers is one possible guideline 
for establishing salary) should be paid during training, with the understanding that 
the best of the trainees will be hired and the others will be ^tand-bys.^ Then, the 
basic salJVy 'shouUd be paid with a bonus (the amount depends on the duratlan of^ the 
survey) to be paid upon successful completion of the survey. The Interviewers are 
clearly informed that their performance is evaluated on the basis of accuracy (first 
priority) and quantity (a reasonable amount of work per daV) • individuals who perform 
poorly, particularly on- the first count, should be dismissed, thereby losing the 
bonus. Interviewer team spirit is also Important. This can be encouraged by 
involving them in the content of the project and holding periodic feedback sessions , 
on the progress of the data collection. Supervisors are also needed for leadership, 
checks on accuracy of interview, and trouble-shoot ing» Using these approaches, one < 
of us was able to run a survey With 30 interviewers and six supervisors, which 
Involved two montl^ of data collection under Adif ficult conditions (urban high crime 
areas, swamps, extremely hot weather, etc.). Only one person was dismissed (a 



supervisor was unwillihg to proceed accurately with the sampling) • All others 
coapletjed the work, saying that it had been*^dlf flcult , but that ^thelr Itivolvefl^nt 
in the project and the final bonus had hBen important incetlt^^s (35) • - 

■ ■ * * • 

' ^ Clearly, interview schedule design should involve consultation with more 
detailed sources. Several whl>:h we have fqund to be use&il are Survey Researclfe 
Methods by E/ Babbie <36), Survey Research by C* B^ckstrom and G. Bursh (37),^and \ 
sections in Qualitative Analysis by P.^ Lazerfeld (38) and Anthropolds^ical Research; 
Ilie Structure of Inquiry by P.J. Pelto axjd^. Pelto (33). 

Open- Ended Questions * § 

Many of the interview techniques essential to research on household composition 
require quite 8tr^ctured, even pre-^coded questions* In complex interviews it* is 
preferable where possible, that ques^tions be pre-coded for computerized processing 
(after careful pretesting) • On the other hand, Significant areas of household 
structure^ concerning topics such as ©ale-and-feB«le roles, the place of elderly 
people in hpusehold dnteraction, and other topics, may need to be explored by means 
of other techniques-. ' ' . * " ' ♦ 

Open-ended questions may produce a wide array of tesponses.with content much 
different from pi^djLcted cut-and-dried answersT. In those many cconmuni ties] where 
{>eople are fairly open about discussing such topics, it may be quite productive 
to frame open'* questions such as: ■ ■ * . ' 

'*5iJhat a^e the dally activitiesiNof tte 'grandfather in your household?" 

' (direct question to elderly person) **^Could you tell ms about how. your . 
life and activities are different now from ten years agp?" 

(direct question tp adult woman of household) *^Uhat are the diff^r^ces 
be tweieYi males and females* in deciding tilings ancH3 VS^^^^^^^ng 'the work of 
the family^; * * ^^n^ ^ " ^ 

* If open-ended questions of this* sort produce lengthy replies, the data can be 
axtfemely useful if structured content analysis of the replies is Carrier out. Oft^ 
re^archers can establish lists of "theo^s'* or *'pbsitive •and negative attributes," 
with clear rules for coding, in order ^to convert qualitative statements into 
quantifi^le enumerations of suc^ contents as: \ ' • 

1. "frequency of Joint male-^female taaks^ " i-^i',, 

■ ■ • i 

,2. "positivism of emotions toward others'* \« 

3. "number of mentions of death" . » * f 

4. * "ratio of instrumental vs, non-instrumental tasks and others. 

Pictures and Otheg Controlled Stimuli . ' a ^ 

Many researchers have found it useful to employ indirect methods in seeking 
information, especially about more sensitive subjects. One stendard technique is \q 
show each ^-espondent some pictures, asking them to construct fictional narratives 
such as:' ^*tell if^ vhat is happening ^ in this scene, and fell what will happen after- 
wards..." This picture technique Is sometimes used for eliciting psychological data. 
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but it serves equally well to provide ^ditecfe eKpressions about family roles^ * inter- 
family interactions, and other topics. The general assumption is made that people 
will us\ially project quite realistic smd . true«*to-*lif e content into their functional 
narratives* George and Louise Spindler and associates use'd this technique to gather 
infonoation about "instrumental activities" arong the Blood Indians in Alberta (39), 

The Spindlers* pictures show 'individuals engaged invai^ious Instruiaental tasks 
such as farming, office work, roping cattle, as well a^^fi^e traditional ro^^es in- 
cluding healing ^nd ceremonial ac;,tivity. This use of pictiires to draw out informa-"^ 
tion concerning family roles and structures is best^operationalized with pictures 
(even photographs) tailored to details of local condition^^'^d , cultural patterns^ 



4. Par^l?cipant Observation 



Participant observation Is discussed^in detail in. Anthropological ^Itesearch: * 
The/Structure of Inq ^ ulry (33) yand in Flggld Projects in AnUiropolggy (40) ♦ For the 
collection of the type of dat^ discussed in this paper, participant observation is 
il during the pre-^survey design stage, in observing use of health programs and 
health behavior (10), and in observing interaction^ asK$ng>4iou8ehold n^fd^ers related 
to asjprects of family structure andNdytfkmics* sum, participant observation is ^ 
important for the. understanding of hvooan behavior, and for. comparison with data 
collected by other methods. It is particularly important for researchers and * 
adiBlnistrators In terms of helping them develop .cle£^r Snd understandable perspec- 
tives on the users of health programs.. 



Direct Observation 



In general 'it is advisable that research data for testing complex questions 
about effects on family composition and structure be drawn from several different 
sources, in order to provide cross-checking of signifidant relationships' and des- 
criptive (contextual) data. Some important data areT available through direct observa- , 
tion, imcluding location of household, nuiiiber of rooms, ^^^ype of neighborhod'd, " 
"socio-economic level*' (as estimated from house construction, furnishings, etcJi 
Often it is possible to construct "material style of life" ratings for tjouseholds 
^nd families from direct observation, in the course of interviewing. on other signifi- 
cant variables. ' * 

^ ^ V. • 

Archival Data and Other Public Records 



Archives, particularlyij^hurch records, hospital records, and divil registers, 
can be major soui^ces of data mbout births, deaths, marriages, and other family data. 
In most' cases, howev^f , such ^rchival records of family data are inadequate by them- 



they can 'be extremely 
ojne casea^ archival data may 
i^t^ies tl^at are targets in <« 



selves for testing slgnificanV; applied questions, eye 
Important as supporting, contextual information* In 
be useful for cotep^rin^ and contrasting different cds, 
health and nutrition*programs ' ^ 

Records of pecf^le using health* centers, lists of p^artic^pah^s in^ fi^rtrition 
programs, and a large variety of othej secondary data sources can be useful in com- 
prehensive study of impacts on families and hauseholds. 

Given the ever-expandfng scope qf long-term and short-term, migration, plus 
the complex problems of legal and illegal domiciles in barrios , favelas and other 
kinds^of n^w settlements, it is obvious that in most are^ the^of|iclal census 
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records, church records, and other recorded data are geriouely inccmplete resources 
fox assessing and evaluating the Impdct of health and nutrition prograBS. 

Rating and Ranklns Tasks of Hou&^olds and Coaaaunltiee ^' 

In many instances it Is veryiSjortant to ascertain locaXly(approprlate ranking 
(e.g. in prestige or political power) of famijlies, social groups, 19ccupaU.ons> or 
other categories. Highly useful and consiatent re&ults have been deiaonstrated by 
a number of researchers iising quite dif ect siaple ranking techniques. Si©on (1968) 
asked three of tier B»8t reliable -local ^^nfStma&ts^to (independently) rank order a 
large series of housetKyids in a coraminity in*termd of prestige or "categori^" Their 
rankings were similar enough to deiMAstrate that sc^ sort of imspoken coiBmunity--wid6 
assessment of familial prestige wa^Sfia^ating. This "ffasie method of r^ing of families 
or households has been isf^dely used-^lOtaly, India; and ot^r places-^-to, establish 
the locally relevant dimensions of social stratification tod differential, prestige 
(41, 42). \ . ■ . ''^ " ^ ^ 

In many cases it is Itnportant to compare different compiunities in a health 
program in terms pf their institutional complexity, "modemissation," or other 
qualities. One way tb establish a rank ordering among ,cMaBunitles. is through key 
inforinant iftterviewing in the range of selected .coiipiunities. That is, two or three 
key Informants in-each coisaunlty (or neighborhood of a city) can be asked qftestldns 
about significant lo^cal facilities, cereronial events, elected officials, and 
physical structures-'' Comaamitiei can then be rmk-ordered in terms tf the presenoe 
or absence of key characteristics. Poggie and Miller used this TOthOd to rank- 
order a series of towns and hamlets in rural Mexico in relation to a study of 
modernisation (43). 



Use of Existing. Knovj^edRe and ^sources 

In most Situations. involving health care daiivery, resources exist that can be 
helpful in the assessment of the program. These resources can provide important 
data complimentary to information collected through quantitative and qualitative 
community studies. However, resources are not always available for a systematic ^ 
analysis of prdgram is^jact through coimunity, fiousehdld and fam$.ly stuflieB. Under 
such Circumstances, using Informatioti available^ through other me^ns is a good deal 
abetter than no assessment at ^11. 

ft* Other studies; Other research projects can be an important source of infeorroa- 
tion, even when their primary focus is not on the most cenl^ral variables most ' 
relevant to the health project. Fields w|iich are likely to provide helpful 
information include epidemiology, anthropology, economics, psychology, and 
sociology- For example, in .many cultures mi'dwives not only attend deliveries, 
but. provide prenatal care, l>ost-partum care, and pediatric care as well. An 
' anthropological study of midwives may include data about the impact of a 

health and nutrition program on the community, since some the same variables 
are involved. V . 

b. Commtmi tr groups t It hardly needs to be said that programs need to work, with 
community groups on all aspects of program impact. Most programs need to 
be planned and implemented with tlje knowledge and participation of relevant 
community groups (as discussed in other pap^« in tfhis volupie) . To do other-^ 
wi#e can lead to disastrous opposition, .y^^e Lewis 1855)* > While ^he data 
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obtained from theare groups are Important, the researcher- or adalnlatrator 
■??5 *° goaXa and concejms of each group in the sense that they 

will affect the groups* perceptions of the grograa's li^act. Thus* a pre- 
domlnantXy oiala group of coiBounity leaders Chat considers Itself politically 
radical, will differ In its assessmeht frcra a "club de aadree .'* 

' . . / 

Prosram Staff; Whether an evaluation Is conducted by individuals r^ponsibla 
for the progra&i or by outsiders^ It, is extreoely isportant that the input of ' 
program staffi at all levels be obtalnad wherever possible. In anothar paper in 
this series^ Patrick Mamane disc^isses this in the light of the laportance of 
program InvolVfiBht for the staff N<46). In addition, program staff of ten have 
an excellent sense of many things that evaluations tend to look At, partlcuUrly 
^ in the evaluation of srogram process. Discussion should not be^ confined to pro- 
gram staff at. the top'of the hierarchy, but should also Include people in dally ♦ 
^ contact witji program users. .For example, community workers (prdaotoras) may ba 
an excellent source of information. Ifia thalr Job' to know whit is going on ' 
at the family level and other levels within the loMunlty. and if they ate 
carrying it out well their insights can save a g^eat deal of trouble. One 
obstacle to obtaining these insights may be the hierarchies which exist in 
any program. The community workers are often low In the hiferardhy, Ml may / 
; be hesitant to co«aunicate with their superiors. Another difficulty's in ^ 
assessing the accuracy of their information (Are they covering up their gwn • 
shortcomings?). Despite these problems, Irhese individuals are an important 
resource for evaluation. With sensitivity and coanon sense, aiscussions with 
them can be helpful in plying intensive and extensive research, as well as 
in getting a aensfe of the program's impact. In more than one instance, a \ 
team of foreign evaluatore has been called in to "solve" a probl^ whlt;h ^iotild 
have been equally or more clearly understood by talking with the program itaff. 

Data Analyses; Focu sinR on Intra-Group Diversity ; In the matter of data 
analysis we would like to st^ress the inqjortance of paying close attention 
to wlthln-group differences for understanding the Impact of a program. In 
experimental research comparisons are usually made between "control" and* 
experimental' groups, and in epidemiological studies, data is typically 
presented- in terms of the mean or normative standards froai which segments 
of the population are said to deviate. It is, of course, very valuable to be 
able to categorize populations with respect to particular psrao^ters and to 
be able to specify whether an intervention had a "statistically significant 
,1^1' ^ however, analysis of the range of Variation 

' withid the experimental and .control groups can yield is^jortant insights ibout 
the processes through which the program is having an impact. 

The work of Munols de Chavez, et. al. (44) exemplifies the' advantages 
of an intra-group focus in etiological studies. Their comparison of families 
with well nourished childremand families with malnourished children in a small 
farming community led to thff identification of a aeries of variables that 
appear to *e ittinaicated in 4he etiology of , malnutrition In that area. A slmilfr 
approach can be applied to studying the impact of a nutrition program. For r 
example, in the matter of household composition and structure. It is very llkelr 
that some households will be strongly aff,ected, others only moderately and 
still others will appareutly be unaffected. In such a situation, it is useful 
to attempt to Identify patterns of association that help to explain the dif- 
•ferential impact. Is the degree oi change related to differential program * 
•use?, to characteristics of househdlds prior 'to intervention?, to geographical 
or ethnic factors?, and so on. » t- 
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Yh4,» ty|>e of analysis ia especially useful when the evai^tlon jsrocedure 
.18 in the iotm of oa-going "process evaluation." In such a situation 16^ can 
provide important feedback to the prograa, which can » in turn, guide future 
activities. However, if It is also valuahle In post hoc evaluation for ^t . - • ^ 
can help to identify those segments of i the pop»aatioa that are west likely 
to benefit f ros a particular type of intervention, as ^1 as those who are 
most difficult to reach. 

'iV. SIKK5ESTI0NS FOR OPmTICmLmNG TH]^'1«QDEL ' j , 

Many suggestions on data collection and references to good sources on research design, 
have been oade throughout this paper. A detailed variable by variable, question by <iuestlon 
guideline would prbve far too lengthy in this context. As has been discussed i^ the 
previous section, we feel that most variables will benefit frdm the nailtl-a^thod spproach. 
For exanmle, the relative status of individuals in the household should be determined by 
asking one or pore (preferably lao.re than one, independently) Jjousehold meabers. and by t>b- 
serying how individuals in the hou'kehold actually behave towards ^ne another, and how 
decisions appear to be made. Brief suggestions will be made below «m data collection of 
the various categories of variables, and giades to research design. 

■ • ' ' ' 

Independent Variables • 

The paper by S. Scrimshaw entitled -'^Cultural and Other Practical Considerations in 
the Evaluation of Maternal and ChiW Health Services" (40) provides a laore coaplete dis- 
cussion of-oul/urai factors in the delivery of services than can be presented here. 
Therefore, th/reader is referred to that paper. Similarly, educational, economic and 
political fadftfrs are covered in other papers prepared for this conference (47, 48, 4»J. 

'/"IfbSstfe purpose of the type of investigation proposed here, the data on Wgratlon 
'should focSs on what is happening (who iWgrates, do they send money back, do they return, 
is there visiting between country and city, hew do urban in-migrants fare eto.) rather 
tSin on the dynamics of migration aiid the reasons for it except where chanps in house- 
hold composition and structure as a hypothesized outcoi^ of nutrition and health programs 
are suspected to influence migration. This means that data •collection on mlgratjlon should 
probably be confined to relatively few interview questions.^ 

The as'aessment of political and economic forties, on the other hand, should probably 
be done mostly through informal means suc^ as conversations with individuals and groups, 
observations, and study of national and local political- and economic situations. 

loterveniog Variables ^ - 

Health behavior is best'tssessed through a coabinatlon of ^^ogram records, observations 
of program use, observation^f use of other health resources b^^ides the program (other 
Western oriented programs orpractltioners and indigenous practitioners such as ^fy^^' 
wives) interviews and conversations on health behavior ("When is a baby sick? "What do 
you do when....?"), and observations of behavior (seeing a mother dilute milk to feed a 
baby). Clearly, the focus should be on behavior which is hypothesized to affect family 
compositibn and structure. Of course i this could mean all behavior affecting fertility, 
mortality and morbidity, which leaves the area for investigation fairly broad. This is 
where the qualitative data collection becomes useful, as the information gathered can 
provide .a basis for focusing the study design. 

Although this paper focuses on program effects on household composition and structure, 
the effects of household composition and structure on health behavior should not be 
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neglected by evaluators. In a ccmaon exaople, If one partflfi*. (for instance, the man) makes 
most of the hiealth related decisions in the household and a program is aimed at women (as 
maternal and child health programs often are), the program may be underutilized, l^ 
another example, mothers who have relatives in the household (extended family) or nearby 
may be mose likely to use health services because they have someone to leave children with 
when they I take one child for tealth care or go for care themselves. More than one health 
program h4^ improved attendance by providing ch^d care services at the health center in 
places where extended families are not cic»»on. In much of the discussion on household 
and family throughout this paper, it should be easy to hypothesisee the effects of various 
types of households, and families on health' behavior and program use. 

• ■ . ■ * 

«f ?f ^ tnortallty and fertility can be collected through vital registrations (usually 
of limited accuracy) and as part of a survey. Details will be presented when household com- 
position is discussed. Data on morbidity may be available through the program, but should 
also be part of a survey. Where possible, repeat morbidity sur^ys (several visits to a 
household over a period of time) or morbidity surveys of the entire comnunity or a very larae 
portion of it are useful. *°*b= 

Dependent Variabl^ • • 

1. Household Compoaition * * 

Data on household cfflaposition'llan be used to determine household and family 
size and structure. One of the most efficient ways to collect such data is to elicit 
information for a diagram of the household. In such a diagram, males are represented 
by a triangle, females by a circle. Generations are separated vertically. Each 
individual in the diagram is assigned a number and relevant information Is recorded 
next to that number on a list below the diagram. We have found that the diagram 
often involves the person interviewed in a positive way, and is well accepted. 

- Data on fertility and mortality are most easily collected with some adaptation 

of the fertllltyhistory form proposed by Donald Bogue in the manual, A Model Interview 
for Fertility R^ea rch and Family Planning Evaluation (44). Other manuals in the " 
same series j/ovide techniques for the sirfTlysls of the fertility historty data and 
. other relat^ data. The series is available in Spanish as well as in English. 

Sexual union (marriage, pommon-law marriage, visiting relationship) histories 
can be collected using a grid form similar to Bogue 's fertility history form. In • 
the past, it has been most common to only collect such histories for women. We suggest 
that careful thought be given to collecting them for men as well. For example in 
cultures where men have more than one family either serially or siiau^taneously, a man 
may be supporting more than one hbusehold. Es'timates of family income by the 
nutrition or health program (for purpose of fee setting, helping people plan how 
to spend income on food, etc.) will need to. take into account how many families or 
• at least children are being supported. 

Obviously the data collected using. grids for fertility histojrles or un^pn 
lilstorles must be supplemented by questions and observations which collect data" ' 
on attitudes, and reasons for attitudes and behaviors. 

2. Household Structure 

The most frequent method for operationallzlngvthe concept of family power struc- 
ture is to ask a series of questions about hypothetical-~«r actual behavior with 
respect to a series of typically-encountered family decisions. Quest^S^can range 
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from the doBwln of muniUme, day-to-day activities to atgnlf leant life-altering decl- 
slona. Researchers often try to get responses, sepaj^tely, from male and female 
household heads, and sometimes from children as welYin order to assess th« extent 
of agreement in individuals' perceptions of the daffision-making plJ^ss. Responses 
to thejjuestlons can b«. scored hy .comblninfc them ftito a simple, arithmetic Index, or 
pafdCcular items of greater significance ffcaa thef perspective of the -researcher may 
be weighted more heavily. AlCgTSitlvely^^wo ioilces can be constructed, one «hlch 
. measures decision-aaking in day-to-da^-tf«aJt»-*nd pother that deals with more 
significant life evaits. ^ 

Some researchers Have attempted to measure family power by means other than 
question-response in an, interview. There is little doubt that behavioral observa- 
tion is often highly produdt'ive of Insights or more accurate infonaatiim since it 
is les» subject to the problem? of distortion and misinformation that tyt>ically ^ 
accompany an interviewejr-^espoij4ent forn o^ data-gathering. In order to gather jdata 
on family decisidn-making behaviorally, it is usually necessary to set up. some type 
of standardized situation in which decision-making, can be observed, creating a 
standardized situation the probleias of comparabilily of observation and scoring 
pro^dures are minimized and effi(5fency with respect to the amount of time required 
to obtain the data can be maximized. On the other hand, not all ccwaunltiea are 
readily amenable to this type of data gathering, which requires a particular kind 
/of cooperation on the part of respondents. However, a "gans" designed by Murray 
'Strauss and associates to measure family ^ower structure was apparently success- 
fully "administered" in several different cultural contexts such as India and Sri 
Lanka, a* well as the United' States <33>. » ' 




Ifeasures similar to those -discussed for power struot««%can be applied to 
the oth^r variables related to household structure. ' 

V. CONCLUSIONS ' V ^ I 

While it Is difficult to be certain of precise causality in the assessment of 
program Impact, the evaluation of nutrition and health programs is extreiMSly iiis»ortant _liv 
order to assess and improve the running of the program (process), -and to get a sense of 
both specific and broad program effects. Without this, a program runs the risk of com- 
plfetely mis^K^ite. »ean8 of achieving its goals. In the case of ^broader .impact, the 
achievement ^«®t' and long run assessment, the basic groupings of htiman families In 
households ^d^he dynamics of thesfe groups are a necessary consideration. 

■ This ^^-^is-aTTtempted to provide a basis for the understanding and studying of the 
impact of nutrition and nptrition-rf lated health programs on fafeily and household size and 
structure. The jelevance of such an approach was discussed, and a model of the important 
variables related to health program^ and sodlal strUctur^ and their possible interactions 
was presented. Throughout the paper, examples of Important linkages were provided as 
were suggestions for data collection. Sections f;fcusing on data collected touched on . 
important methodological issues and cxmsideratiafts, and presented some suggestions for the 
collection of information related to sp^ciOc/ariables . Because of the complex nature 
of research design, the. methodological se^io£s provide only a beginning of research 
tools, along with leads to appropriattv«^wo«s containing more detail. 

' This paper, then, should be seen as a springboard for the conceptualization and design 
• of projects tCLSSsess the impact^ nutrition and health programs on family size and sfruc- 
ture,,^a^will provide helpf uYlnformation as- to the role of such projects iij positive 
changes dSindlvidu«4«<' households, and coasnunitles^ ^ 
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. ROSAL HSALTH BEORGAKIZATIOK IN TANZANIA: 

\ THE IMPUCAn(SiS OF (SASCE tMPLEMENrmtaJ 

; Richard H.- Hart, M.D., Ph,D. * 

All societies respond to tKith intesfial and external pressures by a ec^ioatlon of 
gradual change and reaffirmation of traditional beli^efs^ Hore rapid societal change as 
.desired hy sose national leaders is oft^ accomplished only throitgh m>VB disrtjqptive and 
revolutionary processes* Even when a country's political l^ders have boldly endoi^ed 
tiew ideas and structures, the internal iiiiplementatlon phase reisains difficult. It is 
this aspect of local change iixqplementation within a developing health care system that' 
will be reviewed here* v * ■■' j 

The Tanzanian Situation ^ 

■ ■ s ' 

During the last decade^ mainly as a result of the Arusha Declaration of 19^7, 
Tanzania has pledged Itself to rapid development of its large rural areas* This is. in 
keeping with its national policy of socialism in which^tbe government is* attesq»ting to 
> spread the activities and benefits of development throughout its entire i6»0pO»4)0O 
population: Ninety- three percent of this poptilation is in the rural areas and still depends 
primarily 69 s^ub'sistence agricul!ture* One of tl^ major steps in^ the rural development 
has been to bring scattered families together into co-operative villages where there can 
be reached with social services and can talce part in coimimnity projects* Hore than 40% 
of the rural population now live in these ujamaa or ^^development villages." ^ 

All of these events carrie<;t^ significant implications for Tanzania "^s health care 
system. The already established pyramid of health auxiliaries needed to be rapidly 
expanded. The rural health units thi^nselves needed to be increased in both (|uantity ^ 
and quality* Both of these activities are already ^ll tinder way as reported by* Chagula * 
and Taring (1974) « By the end of 1975 there* were nearly IgSOO disjpesisaties and 160 health 
centers in the country. Theae were distributed so that 90% of the population lived within 
10 km of some health facility, alth^gh cov^age is ccsislderably worse -in some districtfiu 

\ * * ' ■ ■ 

.A key developmentsj, issue was the kind of prograflis that shoxild now be provided 

through these increased static units* and/or tte associated^su>bile teama to improve the 

level of health care. The existing pattern. was of. primary curative services being provided 

at the dispensaries and health centers and preventive programs operating mainly as im^bile . 

teams from a district and regional hospital base* ^any of the preventive activities were 

organized as single , disease-oriented programs and a wide proliferation of auxiliaries 

had been trained for them. These included such cadres as the TB/Leprosy Ho^ Visitor, 

the Malaria Orderlies and As'bistants, Sleeping Sickness Orderlies/Auxiliaries, etc. Other , 

categories such as the Health Nurse, and later the Nutrition Instructors provided antenatal, 

niiirition, and eventually Immunization services. 

^ In 1973 the Ministry of Health was reorganlsld into three divisions - Manpower 
Development, Hospital Services, and Preventive Services, This made it p08a|.ble to fulfill 
a lon§-felt need noted by Timuss (1964) and others for greater emphasis on preventive 
activities. But as existing programs were reviewed it becan« obvious that sufficient _ 
expansion of single-purpose cadres to provide nationwide coverage was unrealistic. 
Consequently, the emphasis was shifted to multi-purpose auxiliaries who would receive 
adequate basic training so they could cover a number of different primary xiare activi- 
ties. Hiese would be trained in Sufficient nimibers to Jllow them to be based at the 
dispensaries and health centers. - 

t 
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The .three badld cadres which are now being trained fot the dispe^sary-b^ed team 
are the Rural Medical Aid (RMA), the Maternal and Child .Health Aid (MCHA) , and the Health 
Auxiliary (HA). Students to be trained in each of these ctadres are selected from 
primry school l«v«is » with a reference given to those who have had acme, experience 
in the h^lth field. This basic dispensary team, .along with one or two supporting 
staff, provides primary health care for a^n average of 7,000-10,000 people* . 

The next level of health care above the dispensary is the health center, this is 
a larger facility under ttte direction of a Medical Assistant, who is a secondary school 
levels with three years of medical training. He is assisted by one or two RMAs, several 
trained nurse /midwives, several MCH Aids and other supporting staff. A health center 
has 20-40 beds for maternity cases, emergencies, arid observations, a total work force 
of around 20--30 staff J and covers between 60,000 and 100, (KM) population. In'principle 
it is the first line of referral from the dispensary, and tba Medical Assistant In 
charge is to provide supervision. to those dispehsaries' in his catchment area. • 

Standardized curricula and training fsrograms, as veil as a complete scheme of service 
and upgrading pathways, have been established for each type of auxiliary. A nUI&ber of new 
training centers are being built with bilateral 'assistance to make it possible to meet 
the manpower projection goals for 1980. The following table shows the manpower figures 
and trainit\g center expansion. ' 



Rural Health Manpower Production in T^zaxtia 
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Rural Medical Aids 
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Medical Assistants 
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* The older category of Village Midwives has been replaced, by MCH Aidfis,*who 
being trained in 18 new training centers. , * i 



are 



42 



■ERJC 



Proposed MCH Services ' . • 

♦ 

As the complete health team became increasingly available in the rural ar^aa it was 
possible and necessary to develop a new pattern of health care. This was particularly 
important for preventive activities » including oatemal and child health services, for 
several reasons. 'First, the old pattern of Intermitten visits by mobile, teams to the 
rural areas resulted in rather poor coverage even «(here it' was consistently loaintained. 
This is partly because of the usual hesitation to regtdlly accept t^wer services and 
also because it required special visits on particular days. Even those living near to 
established health facilities. had to return on several different and specific days for 
the different iservices, such as \mder-flve clinic, antenatal clinic, and family planning 
clinic. The motivation that brings a sick child to-la clinic for treatment was often 
not sufficient to bring a well child* on another day for iflBnxmlzatlon8,_ And the newer 
and less Understood services, like family planning, suffered even more. This, problem 
occurred even in towns where distance was not a probl^ and the different clinics were 
operating several times each week. The attendances for curative services continued to 
climb; however, often exhausting both staff and space. The disparity in coverage between 
it and preventive services could be shown by randcKa .surveys of others ^a^J^children 
waiting in out-patient queues. Usually ^0%, and sometimes more, of tberc "sick" childnya 
had never attended an under-flve clinic for immunizations or other preventive services 
even when it was being provided on the same day and' in the sasne building. As is often v ' 
the case, this E^ub-populatlon was f torn the lo\^r socio-economic levels and would have bene-- 
fited from the preventive services even n^re than the others. 

Another major problem' that threatened the old mobile clinic system was the world- 
wide oil crisis. The tremendous effects of these price increases on developing countries 
'has been well-documented. In Tanzania it meant that most of the district mobile teams 
exhausted their travel budgets within the first few months of the financial year and 
were idle after that. Even the usual problems of maintaining vehicles in adequate repair 
became fncreasingly difficult on tifehtenii^ budgets. 

It was in this context of severely limited budgets for the mobile teams but Increased 
numbers of rural health imits and staff that the current system was developed. It was 
decided the primary preventive services should be provided as much as possible through 
. the Rural Health Centers and Rural Dispensaries. This would be done largely by the use 
of MCH clinics to be run by MCH Aids and other auxiliary cadres. £ach MCH clinic would 
offer comprehensive MCH services, including^antenatal and postnatal care, immunizations, 
family planning, nutritioiv evaluation and advice, -general health education, malaria chemo- 
suppression* anc^irople treatment of disease. More serious Illnesses would be referred 
to the out-patient clinic to be seen by the HMA or Medical Assistant. 

The other .major* decision was to try and increase the coverage of these clinics 
. ^y making them more easily aVailable to all mothers and children. It was felt to be 
particularly important to avoid the frequent occurrence of a child receiving treatment 
in an out-patient clinic, but then his mother being told to return on a "clinic" day 
for lnnnuniza^ions, antenatal care, or other MCH services. Obviously an excellent 
opportunity to increase MCH coverage without tr^^port or additional expense was being 
lost. To really capita;Lize on this, or in effect to exploit the drawing power of the 
most popular service curative treatment - it w^s necessary to provide MCH services 
every day. This was to be Initiated with the requirement that all mothers and children 
coming to the health unit for whatever reason must first pass through MCH clinic before 
they can be seen by the medical assistant oi; receive toedicine. This mix of all mothers 
and children, sick and well, is individually weighed, evaluated, immunized, treated, 
etc. Only th^ more seriously ill ones are referred\|jfr to the front of the out-patient 
queue. There are obviously some exceptions to this ^neral rule, such as the very sick 



43 



53 



ERIC 



child or one who lip returalng^ealch day for treattont irith dre89iiig8» but in gcm^irid tto 
rule wnild hold. 

Ipplec^iitatlcm -Plan aad ^yerience 




To Indlciate that there was cot^lete unanimity on ji;he MCH ^an, pVa clear mandate 
for i£a adoption I vould aot be tnie. In this case as , ill laoat, the planVon^nued^o' 
evolve land 8upiK»rt for it vae generated during the tmpleaentation phase, ^<&e various 
factors that vere significant id its adoption; *and their relative importance » will be * 
discussed. 

' ... ■ . ■ * ^ , 

... ' . . - . /, i. . * ' ■ ' . 

Pilot Program ^ ' $ ^ 

• • * 

With, the significant changes envisionedp it se^d Imperative to have a field ^ 

laboratory to rgfitie and modify scmie, of the plan*s components, r Data €tom suph a *Vsodel^* 

program would also be useful to consolidate politi^l. support for the plan imtll the 

national program was well under way, indeed, the pilot program as detMled below » 

became an effective tool in both ^he conceptual, developH«nt and imple^ntation phase. 

Three representative districts were selected from aoK^ng the 70 th the country., 
Outside assistance (UNICEF) was obtained to purchase the required eq[uiiH&^t, inclddl^ 
a kerosene refrigerator and vaccination supplies, for e^^ch dispensary and heal;th canf^er 
in the three districts. It was originally planned to supplemmit the health manpower in 
these districts up to the proposed 1980 levels, but this^ because pNolltically unwise ^ 
Initially, a baseline survey was used to establish the level of^ M(S service u^li^atlon, 
general t^alth knowledge of the mothersgand clinical status of the children* A^series 
of seminars on c^nic organisation, equipment use and m^vLnt^Moance, an<^ select^ clinical ^ 
techniques was conducted to prepare tl^ local heallh staff. Ac|;ual isxplementation ofi 
the plan spread gradually t}irou^ t]m three districts, its rapidity influenced prlmarilty 
by supervlsional support' and local initiative, , / 

These '*Model Districts" proved invaluable to the national program by pointing out 
some of the ob&itacles to successful adoption. Perhaps the biggest ^lurdle, which soon i 
became evident, was the imspoken skepticism of the lo<^l clinic staff, ^ l^er^one was in 
favor of receiving new equipfitent pnd learning nev skills, but there were considerable 
resistance to attoopta at clinic reorganization. This is understandable/ wh^fi one' 
realizes that the existing pattern of services had developed over a considerable period 
of time and was a comfortable "imownJ' In addition, anyone yrho had bee^ in the system 
very long had seen many enthusiastic projects espoused by national directives, an idealistic 
new district a^dical officer, or local politicians. But most of these new programd 
remained at the planning stage only. Occasionally a new Laad Rover actually ^rived in > 
the district, intended for some particular purpose, but was soon lost ^in t^ie hospital's 
vehicle/pool 1 .1 \ 



In particular, the idea of a dally combined HCH clini^ i^t with jthe most r^sist^nce 
from the local staff. They were often overwor|^ed in their weekly an t^atal or t:hildrdn's 
clinic and saw a combination of Jbhese two on one day ^ impossible'. The answer, of * V 
coCirs^, is that the-MCH clinics were to be every day so the work load'yas spread e^^l^ "^^ 
throughout the week. This would result in a move efficient t^e 6£ t^Oti stafj and ' ' 
fadilities than*-Xhe; old pattern of overload one day and light Vork theln€^. ' 



By "encountering this unexpected staff resistance in the Model pi^uskricts, appropriate 
solutions could be developed. One of the important factors in convincing the staff 
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that this new plan was for real and not another eiapty dream was the actmtl dlsl^ursement 
of equipment to the -health units. In fact» «e conditional, of f^r of new equlpTOnt was 
frequently used to persuade^hesitant staff to change to the new organisational plan « 

Once some clinics had successfully begun the new programt. tl^ir experience became 
valuable examples for ^he others' within the districts This was especially tifue \Aen 
' the national program was bexnig liauncbed and the successful experience of the Model 
Districts became widely known. Seminars held in conjunction with clinics already 
following the new plan provided firsthand experience for n«w staff orientation. 

^ A^' already alluded ^o, the^e were mmy other useful functions of the ^del 
Districts. Such-lteQs as field testing of the new clinic eards and reiK>rting system 
werS^do^e done here. The development of an adequate "cold chain" sykf em for vatcine ^ 
•distribution, along with trials of the kerosene refrigerators end other equips^nt, 
was also *^one. And f inally, but not least in importance, . these three districts provided 
"show pieces" for funding agencies and politicians to visit and observe. 

SemlnaYs > ; * ■ 

Considerable reference has already been made to tlie role of seminars in promoting 
the new j>rogram. Not insignificant budgetary as^unts were spent on these.' Besides being 
a popular event for rural staff, they provided an opportunity for discxission £^d. traiining. 
Equipmeint maintenance, prbper record keeping, clinic flow patterns and vaccination ^^ui ^ 
other clinical techniques were among the topics covered. - . * 

' : ' - 

* Two general types 6 f seminars were conducted. Initialiy it was felt Imp^rltive to 
secure l;he phjj^icians* support fojjyfffe'^iew plan. Three two-day seminars were held -in 
different parts of .the country ML^^verniMnt and voluntary agency physicians. In this 
setting, important objections couloDe n^t and protocols established. 

^ Each District Medical Officer WSas then f^romised funds and central assistance to 

conduct his own district level seminar for hlsTiealth staff. They wex'^sencQuraged to have 
all health perspnnel within the district attend^ these seminars so i^or««^t questions 
about sujiel^vision and allocation of responsibility could be settled. This was, especially 
important with regard to the control* of vaccine supplies which was frequently considered 

""a prestigious position. By having the various types of auxllla^iea^resent at one 
seminar, theirr resf^ective roles in the MCH program and other i^cets of health pare 
could ppenly discussed and reinforced. 

The final important point about seminars was to recognise their continuing 
importance after the program had started. There were e^pugh new ideas p^es^nted that 
few staff were capable of comprehending everything'at the first exposure. S^-^r^duates 
*were also frequently being. added and modifications were continuing to be c^ade in various 
ct«nponent8 of Jihe system. Certainly the very definition of aiv auxiliary impiied the 
need far continuing efljicatlon. , w 



Manpower Training P^rograms 
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" An integral p^rt of the national MCH plan was the pre^ration of a new cddre called 

the PSCH Aide. Their one year did^kic and six month field training concentrated entirely 
on, the knowledge and skills theylmuld need to provide the envisioned MCH services. . 
Applicants were primarily selected from the rural areas of the districts to whiol^ they 
would be assigned after graduation. Those with some previous work experience in the health 
care systj^were given preference. All efforts were made to keep rtie training facilities 
and curriculum zfezy^ practical^ . « 
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A more dlffliMilt goal to achieve was the integration of the appropriate curriculum 
changes and addictions into the other medical training programs. Obviously .all students 
from the ^dical school to the rural medical aides needed to be acquainted with the 
various aspects of the MCH progtam and particularly their role in it. It was even 
argued tjjat the primary effort ^t changing the system should be done through the school. 
Students could be provided with the appropriate knowledge and skilld in grfater depth 
(ban in brief field seminars. Each na^ group^ df graduates could then spread the new 
plan to their 'respective posting sites. It turned out that this was not an effective 
change agent becaiise the new graduates had no status or power to influence the system 
until they had at leasfe 2-3 years of work experience. By that time they had usually 
become familiar with the existing pattern of healtH care and were as reluctant 'a^ .the 
others to change* 

Records and Reporting System r 

The rural heaitli worker is at the base of a giant health pyramid. He is expected 
to provide both the basic health seirv^ices and a report that he has done so.* When nfew 
programs are begun, it is often felt imperative to add a new set of reports to document 
its development and to all^ow evaluation. The eventual result is that the rural health 
auxiliaries, who are often overworked anyway, are called upon to fill out an amazing array 
'of reports that are frequently overlapping and confusing. The most tragic part of their 
effort is that the results are seldom tabulated and used in any meaningful way to improve 
the system. 

Because the proposed MCH system involved the integration of most clinical and 
preventive activities it was decided a simple^ combined reporting system was desirable. 
Two new home-*b£ed clinic cards were first developed, «6ne for children and the other 
for pregnant mothers. A similar card for mothers following a family planning prbgram 
has subsequently been added^ Then a clinic-based reporting form, using the five 
naught tally system (OOOOd) , was developed. This was by no means comprehensive, bat 
requested only the specific information which was felt to be necessary a^ the 'disi'rict 
and national level.. Further details, especially diagnostic and treatment information, 
remained on ^t$ie clinic cards only. The report form was designed so the information 
requested was directly available from the clinic cards and couj^d be filled out quickly; 
The initial coinpilation and anal^^is t)f the data was done at the district level and the^ 
summaries forwarded to the ministry. Attempts were made to base the distribution of Sup- 
plies on the reports received, but the turn arotind time was too long to n^ke this 
effective^ In summary, records and reports must serve the system and not dominate it. 

E^qui i)ment and Supplies ^« - ' 

As already mentioned, , the distribution of new^^&qu^pment to the rural health unit^ 
was one of the impK?rJ:^t factors in convincing the staf f rhaf a real organisiational 
change was occurring. / This ^|pfirms the ^difficulty most programs have in getting equipment 
out to the rural' 'areas. An even bigger problem, yet to be solved satisf actordly in 
Tanzania, is the regular distribution of consiimniabl^ supplies. Stable items like ^linlc 
cards and medicines are difficult enough, but to maintain a "cold chain" for vaccine dis- - 
tributlon requires considerably more expense, manpower, and motivation. 

Maintenance of equipment, in particular the j^erosene refrigerators, was another 
major concern, ^he appropriate knowledge and techniques we^e included in each of the 
seminars. Each health unit was alSiO requested to identify one person who would^take 
primary tesponsibility for adjustments and maintenance. Selected spare parts were 
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provided with each piece of dquips^ent aad a reserve supply kept at the< district < 
hospital* * ^\ 

Probably no other factor was found which discouraged the health staff more than\o 
actively promote a new program to the people and then not have the necesaaty supplies^ 
to s^et the demand.. Until adequate funding and comiaitii^t are available to provide thiV 
kl^d of support, it la unrealistic to expect local staff to vigorously attempt to expand" 
their coverage* ^ 

LegislatiDp 

• Primary education is becoming Increasingly avail^le in developing countries, 
Tanzania is plasmiiig for Univer^sal Primary ^ucation (U^j^ before ^1980. X^is anticl-^ 
pated service for all childrea raises anot&er posdibiliity fdr the prAo^tlon of immuniza- 
tions and other MCH services. Legislation is informalAy being considered that would 
require each child to present a completed vaccination (card befose he could enter scjidol. 
When the health care syst^ is adequate to provide this quantity of service, such 
legislation ^may be utilis^ed. 

Conclusions 

The successful dev^^i^poient of a rural health program hinges on. many variablesv 
Each country s^hould carefully consider these, along with their budgetary and manpower 
implications, dviring the planning stage. An adequate assessment and feasible solutions 
can ease the dilEficult implementation phase. ' 
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THE CCWMUNITY HEALTH WORK^: . 
* GUIDELINES FOR TRAINIIK; THB 

* . ^ CCSQfUSITY TP ?OmR THE PROGBAM 

■ a/ 

Aaron E. IfekwuAigwe. M.P.H. ^ 

Charles S, Drew Medical School J 

Los Aagel6s X v 

- . . . • 
A. Intrpauctlon ^ - 

The health services of developing countries haVe been. patterned after those of the. 
industrialized countries «of the Western world. This is so, despite the ecological ^ 
dissimilarities between the two areas. As would ]0e feKpected, health services hav0 thiBre--\ 
fore failed to satisfy the needs of these develo/ltrg countries. The following key faccor^i 
have to be seriously considered if the 8ituatioi^q|^[iealth services in developing coun«46b" 
is to he remedied. * * ^ 

Lack of Population Awareness of Health IS^edB and Services ^ * 

Heavy Reliance on Hospital-Based Health* Services 

. ^ Difficulty in Accessibility to Health Services 

Class and Cultural Barriers on Health Services between Providers and Conswaers 

Little Emphasis on Children - although they comprise 40-55 percent of the 
population ^ ^ ' ■ ' 
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Lack of Preventive Health* Sen;d.ces - although the vast to^jorlty of the health 
conditions are laf^gely preventable * 

Lack of Infrastructure of Health Services Delivery - due to limited budget^, 
personnel •and workable system > ^ - , 



It can thus be seen that in the foreseeable future, fnoiii a numerical and geographical 
point of view, the neces§ary Qutreach to make cijfontact with the majority of rural population 
cannot be achieved 'through this orthodox approach to he'alth services* No wonder then that 
it has been estimated !?h&t less than 10% of the population of the developing countries have 
access to organized health service^ of ,any kind. 

From the- foregoing, it is elear that alternative approaches to health services in 
developing countries ^are necessary. Fragmentation of services iricreases costs and destroys 
efficiency* Apfiroaches ain^d at integration of services are therefore indicated. Services 
must be comprehensive in scope and focus oh priority "at risk" categories. Iiitegration 
and coordination must occu^ at various levels of the health services,* 

B. Integration of Health Services into Community Development 

It is of the utmost ^ importance that programs be planned and unde.rtaken in partnership 
with the community^ based on the! expressed needs and with their fullest possible involve- 
ment and participation. Ideally, health action should be community directed and involve 
the community as a whole through its leaders, formal and informal, and its various natural 
groups, it should be noted that community directed action is not merely action directed 
at the coismunity by professional health workers, but seeks to promote health action by 
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groups withili the coinmimity, led by the ccsifflmnity'© ova natural leaders. Such leaders 
might be chiefs, echool teachers, priests, or other acknowledged persons who coroaiu^^ 
the respect/of the cocaminiiiy: In soB);e areas, an active organization directed to community 
developme^ vill be present. This is a for©' of social activity in which ©eobers of the- 
village jSnaauaity meet to discuss *heir individual and Joint nee di. They establish pl^iprl- 
ties, n^e plans to the best of their ability and, resources , seek help froiQ outside, 
proceec? to undertake a variety of differnt projects. These may include such things as X 
butldiwg a well, a market or a clinic, construction of roads, taridges^ schools and churches. 
This type of self-developiaent at the village level is of the- greatest in^ortance, and 
health activities should be integrated into them ap a means of spreading health knowledge 
and providing better health facilities. 

Agriculture is the mainstay of the economy ^r"mo&t developing countries. Agrarian 
reforms and changes in land tenure practices have led to\the fprmation of farming co- , 
operatives. These co-operatives not only in^rove the efrli84^Qy sad increase per capita 
production but also giveii the farmers a collect ive-bargainlng>^^pability. They have 
been very effecy.ve instrua^ts in strengthening coBBaunlty organisations to uhdertake self- 
help community developB^nt projects. In fact, in sqs^ cultures where community organiza- 
tions had not traditionally existed, these agricultural co-operatives iiave been vety 
useful io acting i^s the nucleus and encouraging their formation. Health services, as 
indicated above, should be integrated vd.th these other social and economic community 
development projects. 

Furthermore, nutrition and health are- inseparably related. One of the main factors 
affecting nutritional status of a comunity is food availability, which, in turn, is related 
to food production. As part of the dissemination of sound health and nutrition education, 
people should be informed as to the best food crQ|na^b grow. On a modest scale, they 
should be encouraged to cultivate these in -a lq«^ost, low-effort home gardens. On a larger 
scale, thfe difficult probi^ of\ the understandable competition between cash and food cro|>s 
should b^ tackled at a national level. A judicious balance between the two shquM be aimed 
at. 1 ^ ^ 

In many develdpiag countries, most, and at times the only available health services 
in parts of the remote areas are often relatively well-equipped, staffed and managed by 
highly motivated individuals, v^o, as a result of their r^ligioua connections, have the 
confidence and trust of their clients. Hitherto, these he^^lth services have been mostly 
^hospital-based and centered, so tfmt there Is the need to tiK>dify and broaden their activi-r 
ties. • Even in places where the voluntary agencies do not have any organized health 
service, the clergy and the priests could play a vital role as change agents in \aay helal 
program Instituted. 

r 

Apart 'f.rom religious organizations, there usually are other voluntary agencies that 
are either involved dr could be involved in heal^fh services/ Examples of these are the 
Red Cross Society, CARfi, Women* s Guild and other organizations. 
* ' <r 

The activities of all these organizations, religious and secular, should be co- 
ordinated, and their eiiergy channelled into health services with.^a definite sense of 
direction. Their assistance could be in the delivery of services or in public relations 
or as change agents in 'health education activities. The need for liais^oo and co-^ordination 
of\the activ:}.ties of these agencies with governmental health services, without diluting 
therr quality of service, is obvious. • I 

V < 
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C. Community Organization and Leadership 

At the outset, effort should lie laade to determine tte structure of the coposunity 
organization, the types and strengths of leaderhip in the cosimunity. It is important 
to involve the community organization and leadership in the planning process right from, 
the beginnings They %ri.ll be Invaluable in supplying necessary information and generally 
facilitating the planning process. Furthermre^ only ^ so doing can they Identify %riLth 
the project and regard it ^ae <helr own ratheS* than something that was Imposed from out-- 
side. In some parts of ,the world, for example, parts of East Africa and the Sierras of 
the Andean- countries of South America, th^ population live in isolated households, sur-* 
rounded by their farmlands and lack the cohesive force of a community identj|.ty* In such 
cases it would be essential to encourage community spirit and the formation of a cotmminity 
organization with an effective leadership. 

D. Community Attitude's to Health, Expectations ai^ Receptiveness * ^ 

A knowledge of this is necessary in order to enlist the fullest cooperation and / 
collaboration of the conaaunity in the heal^^ program. It is important in the health program 
planning In order to insure that health needs as well as other needs are provided for. 
I recall a meeting we oqc^^ ha^ with a coimaunlty group in rural Ecuador. When we asked 
them what their major health needs were, they replied "saranpio»x Bgua potable y rattus,' 
which translates into "measles, potable drinking water and ratsVM^ 

E. ' Selection and Training of Community-i^sed Health^^rkers * , 



Various types of personnel are currently in use in developing countries, depending 
on the countries' historical past, stage of dcfvelopment , resources, aid .type of health 
facilitiesv In instftutions like hospitals and health eaters', health service could be 
more integrated and compifehensive if the team concept is practiced. It would also improve 
efficiency and utilization if arrangements colild be madfe for both tfiother and child to be 
seen in the same location and on the same day if both of them require attention. 

In most rural communities there are no health iiicilitieis and even in some of the 
places where they exist, undef-utilizatioti la a problem One must therefore move away from 
the fallacy that all you have to do is to builda health facility ^nd people will auto- 
matically use it. , Instead,' a better idea is to t@ke health services to the people in 
the j^ommuni ties and their homes* For this purpose, a trained, mtilti-purpose oommunity ^- 
health wdrker would be an efflfcfent and effe^ive agent in delivering ititegrated health < 
services. Specifications for such a communi£y-bas§d health worker would vary from counfry 
to country depending on the circumstances. For example, the basic educational require- 
ments for such a candidate for -trainings would obviously depend on what is locally 
available. The information gathered during the planning proc^ess would be invaluable 
in making decisions about various aspects of the- coimnuniCy-based health worker. 

, * The health workers will have to be trained for expected f unc tioi*^^^^Hd>^ge37^^ The 
following steps ha^e to b^ tak€|« in setting up the training program. " 

1. Definition of Need> 

The planning process would furnish the opportunity for determining the health 
needs, both felt and observed in the cc^unity. - It would also provide the basis 
for the priority rating of the health needs. Thus a realistic plan to meet the 
health n^eds of the community would be prepared. 
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The next step is to determine what functions are to be undertaken in order to 
satisfy the health needs already identified. As a result of this it would-be 
possible to determine what tasks need to be perfom^d in order to fulfill those 
fimctions. ' ^ 

■ 

3. Job Description ' 
Based on the tasks listed a job description could then be pr^par^d. 

4. , Curriculum Design y 

•* ' . * * 

' The training curriculum will be derived from the Job description and by so doing 
will ensure that training is related to function and need. ; 

5 . Training Manual ' k * . ^ 

A training manual is essential specifying not only what is to be taught, also 
where » how and by whom. This would ensure uniformity and standardization in the 
training. * 

6. TrainlaE of Traine-r& - 

A decision rwill be t^^de as to who will train the comninlty health workers, 
dependiitig ^n what i^s l^K^filly Available and feasible. Regardless of who the 
trainers are, it would b^^ecessary to give them a short course qS training in order 
to ensure that they fully understand the alms and procedures of the tralnlng.^ They 
Qso be instructed in the use' of training materials and teaching methods. ^ ^ 

7. Selectio i ^ of Community Health Workers for. Training * 

The comiminity health workers have to be selected from the community by the 
community, as «they are more likely to be accepted and respected in 'Che community. 
However, the community organization would need some* guidance and criteria fbr the 
^selection. For jPvxample, minimum education and background should be set, consistent 
with the local realities of th^'^^ituation. Again, if it' is the *wish of the community 
the local traditional healters ^may be selected for training. 

»» 

8. Location of Training ^ ^ ' 

^ ^ ^ fc* j(S 

. The training facilities should be as near as po^8ible to the program area, not 
only to make the training more ecologically relevant, but also minimize the 
temptation for trainees n^bt to return to rural areas, after they have been exposed 
to the glitter of life in the city during their training. This should ideally be 
In^tjie nearest health center or health subcenter- 'l^he candidates selected for 
training from the surrounding community would be gathered here for training. The 
size of the training class would vary from, five to IS, depending on the trailing 
^/^^ilities. There would of course be some basic theoretical aspects of the training 
should be practical and on t^ie^^Job (in-service). The trainees should have practical 
experience of working everywhere , including home visits. 
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9. Community Health Posts * ; 

Each cosBSualty orgnnizatlOB is {isrt of/tbdt coffimitment to the health program 
should be afele to provide an operational base for the comunlty health workers. 
This base designated as a ccmammlty health post could be an existing building or 
hy cdiBffiunlty effort could be constructed cheaply with local building ^terials. 
The basic equi^aent^ Mdicines^ and supplies should be modest and not. expensive 
and assistance provided this could coiae friwa the gdvemraent. Cousmmity heailth 
workers^ ^though they operate fron this base^ should spend laost of their time out 
in the coMBunltyt l^nvolved in educational efforts through wooen^s social clubs^ 
or by visits to the hoicks. * 

10. Procedure ttenual 

. B^ed on the training curriculum and tte training, manual^ detailed instructions 
shpuld be laid down for the coisQiunlty health workers. Nothing should be left to / 
the imagination and all the^ possible options stould be anticipated and ^temative \ 
courses of action set down in detail, Mtoat importantly » the manual should stress I 
the#r limitations and instruct the hjsalth Worker when to seek for a^jsistance or 
when to refer a patient to a ^re skilled personnel. 



F. Functions of the Community Health Worke 



The community health worker at the health post and through hos^ v^pits and mother!! 
clubs will deliver the following services. * \ , 

1. Basic Health Services 

(a) Counseling on child health and child rearing. • ' 

' * g * (b) Mi^nor curative Ad first aid en^rgeney services. ' 
^ (c) Insminizatlons. - 

, - . ■/. ■ .. . ■ . 

- (d) Pre-natal and post-natal services. j 
^ (e) Midwifery services for uncomplicated cases. 

(f) General health education. 

(g) Registration of births and deaths. * 

(h) Referral to the liealth suhcenters, • • 

2. Nutrition Services 

(a) Nutrition counseling and education* 

(b) Curative services for patients with malnutrition. ^ 

(c) M^||toring of the nutritional status of tte at-risk groups through weight 

(d) Promotion of breastfeeding. 
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(e) Counseling on infant weening u^lng low-coat^ locally available high protein 
vegetable Bult:lmix^s* 

V (f ) Influence in the agriculture practices of the c<»gaii|aiity throu^ deac^atra-* 
' tion lov-coat hoae gardens. • ^ 

3, Faaily Planning Services ' , 

• f ' * .. • • * ■ r * 

• (a) Family f^la^ning information and notivatioa. 

(b) Dispensing under supervision desired contraceptive o^thods possible in |;he 
home or health posts. ♦ 

(c) Referral to the health ^center for the GK>re Qg^licated procedures. 

(d) Follow-up of acceptors. 

(e) Continuing review of the non-acceptors. 

4. EnvironMntal Health Services ' 

(a) Environmental sanitation information. ~ 

(b) Personal hygiep^ information. ^ 

(c) Advice and assistance wi,th latrine constriction. 

(d) hods for rendering drinking, safe water. ^ 

G. Supervision and Motivation of the CogmUnity He^^lth Workers . ^ 

It is true to say, that a program o^ this nature utilising low level auxiliaries Is 
only as good as the quality of the tral^ng and the closeibess and th^ effectiveness of 
supervision ol their activities. Thereof ore, a system of dlose and effective supervision 
should be devised and they should be ^ close touch with the nearest tealth subcespcer 
or dispensary. They should be accountable to the local health subc€jitef whp should 
provide support and referral serviced. Their afctlvi ties should be supervised out of the 
health silbcenter* There should he a System of refersher courses at regular intervals in, 
the health subcenter^^ In order »to /achieve this. It may be necessary to reorganize an^ 
retrain the s^ff at, the health s^bcenter so that they will be in tune with th^ whole • 
program. It is essential to of fdi: some motivation to the community health workers to 
make it worthwhile their remaining in their posts^ Although in some circumstances it may 
be possible. to have their services on a voluntary basis free of charge, the only moti- 
vation being their status in the community, it will often be necessa^ to provide t)iem 
wi^h some remuneVatlon^to TOec their families commits^ts. This may take the form 
of a iiK)de8t honorarium provided either through cbmunity effort or by the goverm^nt, or 
the two in partnership. Whatever jthe arrangemerit, it is crucial that this category of 
health worker be recognized and integrated into the health/ services of the government. 

4 ^ I 

H. Evaluation 

Evaluation may be defined as the process by which Ixifon^tion relevant to decision- 
making can be obtained from a pfcject, analyzed and interpreted. The purpose of evaluation 
is to provide decision makers with useful information about how programs are functioning 
with respect to achieving their goals. ff 



Evaluation should be built into all health programs* It should a continuing and 

dynamic approach that permits ejcamination of accomplishments or lack of it at any time. 

If a program has not progressed as planned » a proper evaluation can reveal the cause and 
make recotm^endatione aimed at resK^val of such causes. 

I. Conclusions 

The foregoing has been a sketch of the* guidelines for identifying community 
organizations, ensuring their participation in, planning and executing health programs , 
the selection, training, supervision and motivation of the community health worker* It 
is my belfief that, if these steps are adl>ered to^ the community will be able to power 
their basic health programs at the community level, vith a minimum of outside support. 





CRITICAL EMVIRC^IENTAL AND EC(SIOMIC INTERDEPENDEjiCIES : 
c » THE SEARCH FOR SOCIETAL VALUES 

Cllais A. Davos, Ph.D. 



INTRODUCTION ; . , ' - 

Economic development is pursued by every society as an end viiose level of achievement 
will determine the attainment level of all the r^st of its goals. With respect to the 
health goalp eccmomlc development promises the elimination of the health probl^as of poverty 
Moreover, it promises an ability to finance an expanding 1^1 th care system and to d^v&lop 
an effective preventive health program. In this respect, the integration of health into 
planning for development may appear to be a straightforward task' of « assessing health. needs, 
defining them as gc^s, evaluating their benefit-cost efficiency, and designing admialstra-* 
tion plans and implepientation strategies. 

However, ^conoiaic developsoent also contributes to the realization of a great number 
of new and critical social problerils^ The majority of these problems relate to health and 
are associated with the steady deterioration of environmental quality and depletion df 
natural resouftres. The historical evolution of^he concept of health Is only one Indicator 
of the recognition of these problems and their health ramifications* Health no longe^ 
Implies the absence of bodily afflictions as it did during the earlier years of the indus- 
trial revolution. As long ago as 1946 the World Health Organisation defitted health as 
being "a stat^ of complete physical, met^tal ^d spcial well being and not merely the 
absence of disease. " 

Further manifestations df the awareness of the "new" \problem8 that accompany 
economic developmant ate provided by the expanding demands \f or environmental imf^ct assess- 
ments and by the debate on ^energy alternatives. 

* The problems of economic development become more difficult to confront because it 
must be done with conflicting scientific inj^iuts and under a regiute of coBq>etitlg societal 
values. Both these realities manifest themselves with development. They have necfessltated , 
in the past, tradeoffs among goals and among alternative developn^nt strategies that; did. 
not always adequately account for £heir health- related cofS^romises. 

I argue, therefore, ^hat integration of healtli into planning for development must 
not be a^ttempted only along the traditional lines, of assessing health needs, expressing 
them as, goals, evaluating their benef it'-cost efficiency, and designing administration 
plans and implementation strategies.- Strong emphasis imist be placed on three other areas 
of research. 

, ■ < 

The subject of the first research area^ must be the interdependencles amcmg all the 
goals o^ a development plan that m^y collectively be referred to a$^ environa^i^ial and 
economic intex;depfindencies. These ja^st be identified^ modeled and closely o^nltored. 
The second research area must f ocu^ on the derivation ©f the shadow prices of the above 
interdependencies expressed in terms. of the.latter*s health impacts. Instrumental for, 
the derivation of these shadow prices will be the harMntzatlon, to the extent feasible, « 
of conflicting scientlf Iclnputs and competing societal values. Finally, the objective 
of the third research areaTjuat he the utilization of the health ahadcw prices in order 
to est&bllsh boundaries beyond which health concerns and impacts should not be traded 
in favor of the advancesen^ of other societal goals. I have devoted the -rest of this 
paper to an elaboration of these research areas as. well as'^of my thesis and arguments 
regarding the integration o^ health into planning for developrcfit. 



Critical Eovironi^ntal and Economic Interdependencies 

• ' . ." 

One, If not the i»st, significant ramification of development is a steadily deteri- 
orating environmental, quality. The comprehension of the importance of* its h^lth -and 
other social implications cail be singled out as the most pressii^ reason for the broadening 
of the health concept by the Wonld Health Organization. It can also be considered as the 
most ^rlous challenge to the developi^nt goal» f 

A full understanding of the fcavironmental and economic interdependencies connecting 
all the goals of a development plan becon^s in^^rative, therefore, for both the achieve- 
ment of health goals through development and foir the achievement of development without 
unacceptable health costs. 

As a case in point, consider the industrialization strategy which is one of the 
cornerstones of development planning. It can be formulated by choosing among alternative 
industrialization patterns promising differing rates of growth, differing magnitudes of 
production and value added, for differing time horizons* More often than not, the 
criteria of choice are oqly these abstract econometric indicators of rates of growth and 
of gross national product; provided, of course, that the necessaty primary production 
. factors and resources are available. 

However, alternative industrialization patterns also contribute \6 differing income 
distributions and acquirements of skills and education among individual numbers and seg-* 
i^nts of society as well as among regions and urban settlements, ^reover, they contribute 
differently to sych environmental p"robl6ms as air pollution, wate^ contamination, noise 
levels, solid waste loads and safety hazrds. Ic^irectl'^^; a^tern4tive industrialization 
patterns contribute ferently to such problems as: (1) trie introduction into the 
environment of chemicals such as DDT, vinyl chlorides, polychlorinated, biphenols; (2) the 
use of polluting and health endangering energy resources; an^ (y) urbanization patterns 
with impacts in terms of congestion, sanitation needjs, noise, crime^ loss of cultural ties, 
loss of social orientation, and disassoclatlon f rom «<ionu&unity * values. 

It follows, therefore, that the problem of q^oosing an industrialisation plan 
cannot be divorced from the problems of choice pmong alternative health kpals, their 
counterpart environmental goals, and goals relating to income distributiork energy , 
education, utban development, crime and any other social concern. Not onl^yill decisldns 
on industrialization plans Interfere with the achievement of all other goals}, but decisions 
on these other goals may upset the plans for development through industrialization. 

^ Similar associatioijis among'all the goals of a plan can be established when the 
available opt^ps ^or action aiming at their achievement are considered. Environ^iental 
and health go^fe, for example, will jiave an impact on the consumption patterns and the 
development of part^icular industries. Thus, they can indirectly be regarded as a source 
of impacts sitnilai: to those I associated with industrialization patterns. 

' ■ ■ #■ 

^ . Understanding of these^' associations among all tl\e goals of a plan for development 

justifies my previous assertion. As I stated it, such an understanding and monitoring 

of all the environmental and economic interdependencies among the goals of a plan for 

development must be the first step for a true integration of and orderly progress towards 

all society's goals. 
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The Search for Societal Values^ 



The next step of goal Integration must be the evaluatton of the'environmMital and 
economic interdepen4encies among the goals of a development plan in terjas of shadow , 
prices, r The latter express the value for society of the progression towardb or retro- 
greasiori from its goals that may be caused by an action aimed at tte achievement of a 
particular goal. The shadow. price of an industrialization plan will reflect, thus, 
the value that society attaches to all health, env^-ronasental , economic and all other 
social implications of the plan. Similarly,- t^be shadow price of health goals will reflect^ 
the value for society of the progression towards or retrogression from the rest of society s 
goals necessitated by tl^e iiiq?l^ntation actions required for the achlSVement of the 

health goals. \ 

« * \ ■ 

utilization of shadow prices enables what I have filled evaluation withjA a social 
context because they reflect the values of a society* perceived a9 an organic chooser of . 
ends (I, 2). The fact should not be overlooked, however, that diffet^t *egaieiit8 of 
society society prefer different achievement levels for society's goalsl As a *eault, 
various estimates ot shadow prices. for the same can bederived unleto a unanlBWuil agreement 
on target levels of ^goals' achievement can be reached. ' 

■ ■ ' » ' ■ . ' 

It is an undeniable reality that such an agreraiient is almost ii^sslbl* even \f or 
such goals as those relating to' health. Two reasons for this imposspility I consiiUr 
as mo8.t significant.. First, income Inequality leads all individuals to have differlVg 
dreams, goals and pribrities. >k>reover, income inequality generates alternative infdrmati 
needs among the various pubUcs. It also affects the capacity of ?he societal uni€s ^o* 
'assiol^^e information on goal impacts and evaluate it according to theii: priorities. 

iThe value and inforiaation problems that thff inquallty of ineOme presents are further" 
exacerbated by the fact that the pursuit of goals has an impact income. Thus, a dynan^c' 
analysis of communJ.ty values aod their ent/r^c changes is also required. Moreover, the 
pursuit; of goals will have synergetic impacts on each individual's share of rewards and 
sacrifices. Thus, each individual, is asked to evaluate the various ptoposed goal achieve- 
ment levela with an understanding of his/her net share of revrards ajid sacrifices that' is 
difficult to derive, nay, to comprehend. i 

t The second important constraint to reaching an agreement among all societal units 
on target goals achievement levels is a scientific Input containing fundamental contradic-' 
tioi^s. Any effort to confront the problems of con^eting societal values will be severely 
undjermined by this reality. Estimates of goal impacts both on an individual and on a 
societal basis will have limited value standing alooe as evaluation factors as long as ^ 
th^re are scientists arguing opposing views, theories, and findings. This reality Vjas 
manifested itself In the debate on- the health effects of such social actions as slaoking, 
use'^of nuclear technologies, and more, recently the use of saccharine. 

The argument 'may be advanced that' in undeveloped coimtries there can of^ten be found 
a small and homogeneous scientific, economic and political elite which can generate unanimous 
support for goals and ^policies. It must not be forgotten, however, that if indeed develop- 
ment is sought for all segments of society this argument dangerously underestimates the 
importance of societal valUe dynamicj?}. 

The foregoing brief disc^sion of the difficulties of arriving at an agreement on 
target levels of goals achievement and thus at a single set of shadow pfices for all goals 
justifies the other requirement/ that I suggested for a true integration of all, development 
goals. As I argued in my intrfcduction, the shadow prices of the health and the test of 
the goals must be derived aftet ^ atteti^t to harmonise conflicting scientific evidence 
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and competing societal values. For this^task, a participatory evaluation approach is 
required. ' \i . ' \ * 

« 1' ' ' ' 

The opportunity must be given by the participatory evaluati<m a^^proach to all the 
various publics, special interests and decision-making ajgencies, first, to express their 
goal preferences and. secondly to reveal t>ie value tradeoffs they are villing to make 
for the purpose of maximiziug the support fds a particular p^lan. A scanning of these 
value tradeoffs and preferences will lead, then, to an understanding ofs (1) the 
coalitions of support ' for each particular goal; (2) tte consistency of preferences and 
values of the various coalitions'J K3) the information needs of the coalitions and their 
• capacity to evaluate information; (4) the grounds of .agreement and disagreement among 
the coalition^; and (5) the Ranges to maximize the level of accord among the coalitions 
(3, 4). % <IS| 

* * 

On the basis of the above information, shadcw prices of goals can be derived that 
*will reflect the values of a society iiot in a stage of total hanaony asrong its members ^ 
but in a stage of minimum discords -Total harmony guarantees the achievement of goals 
while minimum discord promises at least an orderly progress. - ^ 

. ST • ••■ . / * 

Health Tradeoff Boundaries 

In addition to deriving shadow prices for a society in a stage of miniimim feasible 
discord, a participatory evaluation approach designed to generate the previously describe^ 
information input serves another purpose of extreme importance. It enables the ^tablish- 
ment of boundaries beyoAd which tradeoffs between health and any other goal are unaccept- 
able. I emphasized the need for, establishing such boundaries in my introduction as the 
third step for a^true integration of health into planning for develppn^nt. 

Even in developed societies, we witness a tendency to regress from absolutely^ 
Inflexible health protection ^legislation measu/es to ^dangerously flexible ones. In the 
U.S,, legislation siich as the Delaney clause indic^es that absolute protection of health 
is the ultimate priority. At the same time, hoije^r, the retreat to riak^benefit 
analysis for other important choices, such as the utilization of nuclear technology, 
implies th^t health concerns may be weighted against othier criteria such as economics. 

""Undoubtedly Arguments ma^ be presented regarding the actual quantitative values of 
health tradeoff boundaries. In general,. one should expect t^t the debate will s.ubside 
as the conflicts in the scientific input will be resolved? Participatory evaluation will 
also minimize the intensity of the debate.- As long Ss all the environmental and economic 
interdependencies have been upderstpod and the ptlority tradeoffs of all segmentrflbf 
8ociet;y scanned and evaluated, boundaries for the health tradeoffs can be established 
tliat will be protective enough to satisfy all reasonable health concerns and flexible 
enough to secure the maximum feasible suppcyrjt for health goals. 

Reflections ' J \ \ 

When confronted with the issue of integrating health i;ito planning for development, 
I tried to address directly the operational meaning of the term integration as It should 
be applied to health and development goals. . ' 

I advancedmy thesis and arguments regarding the subject of this conference ^s a 
response to tte reservations I have about the attitude of a gi^eat number of experts when . 
they formulate guidelines for social actions. I characterize this attitude as patemalisti 
analytic, reactive and quantitative.^ It is paternalistic because it completely ^ 
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disassociates eiQJert, recbitmiendatlons froto the implications of l:he public's sentiiaeptSi, 
beliefs, opinions, and habits which ©ay, in most cases, be aa even more powerful deter- 
'minant of social values than knowledge/ The attitude ot most experts is also analytic 
in the sense/that they fail to study goal interdependenctes. This failure results from 
the ekp^rts"*' dj^pendence on the "scientific method" which is the epttOB^ of analysis. 
Conaidfet fot a moment the irony of^ addressing the iSQue of goal integtation by applying 
analysis which in fact demands disaggregation. Furtliermore ^ the. recommendations of 
most experts are reactive since they p to vide answers* to problems that h^ve already * 
been de^indt and fail to deal with the problem they m&y generate. The environmental 
implications uilaccounted for in the deyelopmeht plans of economists provide ^ery Bup- . 
portive evidence. • Finally,' expert recoma^ndaVions are for the irost part "qi^anti tat ive" 
either >ec«u6e they trai{slate-in%^ntit;atlye ferms even qualitative attributes or 
because thfey -exclusively align with only a quantitative concern/ about the public interest 

Zn^ essence, I tried in this paper to argue for a participatory, systematic, 
antibipatory and qualitative/ integration of health into planning for development. 
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HEAiLTB SECT(HL ASSESSffENT* , 
f»aul r. AhiKsd, H.A. , L.L.B. 
Allza Kolier, Ph.D. 



Introduction 



The decades since World War II have vitnesaed growing condem in developing cotmtriea 
about upgrading their health services , and a reciprocal desire -among developed countries 
and. international donor agencies to provide technical and financial assistance for that 
purpose. A growing recognition of the inefficiency and waste resulting frd« haphazard 
progratroning and from uncoordinated aid has X^d to the development of several taethodologies 
for assessing tl^ health needs of developing countries and for "developing ratl(mal, inte- 
grated health prograaiming. ^ 

In this paper we analyze a major Kthodology for health planning,* Health Sector 
Assessment (HSA) , employed principally by the United States A^^ncy far International 
* Development (AID). Although health planning techniques have been used by international 
agencies and national govema^nti^ for atN least two decades, the concept of Health Sector 
Assessment as a specific methodolbgy is relatively recent (for other methodologies see, 
for example, Chas8^1975a & bj PAHO/WHO, 1965; Ahmed, 1976; Gutierrez, 1975; IBRD, 1975). 
The purpose of this paper is to briefly describe the goals and design of the Health Sector 
Assessment and to explore its uses ahd limitations as a tool for health planning. The 
paper Is based largely on the author's personal familiarity wifh this and other baalth 
planning methodologies, on internal papers and u^mos circulated by the Agency for Inter- 
national Development, and on informal interviews with health officials in iciternatioiMil 
agencies. 

. Health Sector Assessment is conceptualized as a tool for coordinated and integrated 
planning dlrelted toward Itaproving health conditions in developing nations. It involi||S 
a process of Sphering, organizing, and atialyzing data op the health policies and resoa^ees 
of « developing^untry for the identification of possible solutions to its health problems. 
The purpose of a health sector! assessa^t is' tp develop a strategy or set of strategies 
for health iraproveaeht in deveaoplng countries. As mentioned above, the concept of Health 
-Sector AssessB^nts as a ^peciyic methodology is relatively recent; it has only been used 
in a few Latin American and Middle feastem countries since 1972.^ The demand for health 
sector dssessment arose from the need for long term planning, oit part of the donors. In- 
ternational financial, communities, and the countries themselves. 

'Several factors have converged to create a need for integratjed, long-term platming 
In the Third World. These factors include: - ^ 

More demand for health servides; • ' 

A scarcity -of ^esqjirces;v . 



The authors are deeply grateful to Joseph Hacket.of FDA who shared a comunlcation on 
the description of Health Sector Assessment. They are also grateful to Dr- Joseph Davis 
for an internal memo entitled "Guidelines for Health Sector Assessment." Both docuiiients 
have been amply used in the development of this paper. In addition, they are grateful to 
Nicholas Fiisco of Westinghouse Health Systems and to Dr. Kemieth Farr for reviewing and 
comi^nting on earlier drafts of this paper. 

The views presented in this paper are those of the authors and not necessarily 
those of the institutions to which the;^ belong. 

* / 



The transfer of new ^l^yinology , vaccines, and drug^; and 

Strong dodor Interest In providing preventive health services. 

Congressional and administrative mandates in the United States liave reflected these factors 
and have created the climate for^this new approach. President Carter -recently reempha** 
slaved the U,S, policy in his statement of May 2, 1978, announcing a program to strengthen 
U.S. participation in efforts to overcome disease and lll-*health. The President -stated: 
"Our efforts wllfkbe- based on tAxe following principles: — a basic minimum level of healthy 
nutrJffion^iT fwrfiy planning services should be available to the world's pqpr/ whether 
they live' iij^;^^5^1 areas or urban slums. Developing nations can eventually i^et their 
own needs If^we assist them in strengthening their institutions aad building their o%m 
health systems. Community-based health care. Including the use of coaanunlty rasources 
and the, training of appropriate health personnel as near ad possible to where thfiy deliver 
services, is the n^st effective n^ans of achieving the, standard of haalth we deHre for * 
all people." The above affirmation of goals of U.S. international health policy by thfe 
President haa led to active feivolven^nt of all of U.S. international health agencies lit 
long term pining, this Interest is also expressed in terms of Interest In developn^nt 
of new methodologies for health planning. Aaseesment is one of the tools the USAID has 
used for l©ng term planning. In order to understand Its usefulness to planning, we need 
to know its purpose* n^thodology , and the naturS of its final product. 

The first section of this paper will describe ttie goals and design of this method^ 
The Concept of Health Sector Assessment 

HeaUJi Sector Assessment, designed for efficiency and. comprehensiveness^ involves 
a team effort. It is important that members of the host country play a li^ge part, since, 
ideally, the planning and design of future health programs will evolve out of the HSA. 



Ipie ultimate goaj^ of Health Sector Assessment are:. 



^ t 



To provide a data base for programming AID support to th'e healt^e«ctor ; 

To contribute to the Improvement of the country *s institutional capability 1 
in health planning by ^a) structurally analysing health sector problems and . 
altemat:^e solutions,- (b) assessing the country's health planning require- 
5 ments and d^eveloplng estimates of the manpower and resource requirements needed 

^ to accomplish those reqi^irements ; 

\^ ' 

To establish a >asis for national and AID Investments within the health sector. 

In o)^d%^to ^ccomplisl) fihese goals^ertaln intermediate objectives must be met. 
Most of th^^2,are accomplished in the ho^t country in th§ process of the assessment. The^ 



are 



1. Clarify the nature of existing heallh problems within the total social, ecpnomic 
and political context. {In partlcuft^^the political climate and the human and 
technological resources of] the country^^Mear relevant td the HSA: see Westinahouse, 

• 1978). / • ! \ ^ 

2. Place In clear focus the important interrelationships of the health sector with the 
social and economic sectors. 



62 ' <: 



Choose an^ng several HSA models tM^ ^^m ost appropriate to the host country's 
situation (more on the various B^elsVK^lova below). 




4. Help to elaborate alternative health strategies in a fom^t that cdlpstitutes a 
basis for choice ^nd that is use^ for decision-^makers. 

5. • Promote and facilitate, loplei^ntat ion 6f health development programs Vn high-priority 

areas. * 

6. Identify progra^ areas requiring well-managed development pro'jects. Such areas may 
include c^xisting programs, possible revisions of those» and ateas not yet addressed 
by existing ot planned prograttis. ' * 

• ^ * ' 

7. Strengthen national capabilities in health planning, in project formulation, and 
in prograb evaluation. ^ 

8. Identify program areas and projects for irtiich, foreigji assistance may be forth- 
com^^rfg^e.gi , from bilateral agencies, from the International Bank for Reconstrtictlon 
and Development.,* from tha United Nations Developi^nt Program, from the World Health 
Organisation, or from tH^^orld Food Program). 

* It should also be noted that the idea of developing and implementing a health sector 
program that extends over several years ai^d integrates multiple projects, is anot^&r . 
possible objective of a Health Sector Assessment. Ideally, such a program should lead 
to more efficient utilization of resources in the service of national h'ealth goals* Long- 
term planning attempts to avoid the pitfalls of uncoordinated, haphas^ard health projects 
that in the past have sometimes diminished the effectiveness of foreign assistance programs* 

, ■ ■ 'I * 

The Inltiatfion of an Assessn^nt / 

The intricate -processes that precede the Assesst^nt offer Insight into both the 
functicM and limitations of the n^thod. What follcws is^^aj^rief description of these 
processes. 



The Director of the USAID mission and his technic^staf f are responsible for the 
fitst step in that it decides to provide assistance to a particular country. The kind 
or extent of health assistance that migkt be provided is determined on the basis of sug- 
gestions formulated, by the Country heallh Ministries, With the aid of the technical 
staff *s advice, the mission Director develops a plan concept (PID for an aid program). 
Tjie PID is then a^jproved In Washington, after which the Mipsion Director can make a deci- 
sion to Iraplen^nt the project on site^ provided the cost of the' project is beloW specified 
levels. If the costs exceed a specified level the project is developed in detail, sub- 
.Kitted to review committees ^Washington, and approved again, before implementation. 

% 

It is important to keep in mind that political Interests of the United States 
Government and tho^eof the government of the receiving country underlie and determine the 
total amount of assistance that can be given or absorbed at any time, the nature^ of the 
projects which might be. undertaken, and the allocation of resources and sit^s o^ proposed 
projects within the receiving country. Following are a few of the factors that must be 
considered in determining what health projects are suggested: , 

1. What has the host government formally requested or ^indicated throufeh informal dis- 
cussions? Does it meet the AID legislative mandate of helping the poor majority? 
:^fi it in areas of AID priority Such as MHH services, integrated health delivery, 
edVironi^ntal sanitation etc? 
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2. 



What would be the receptiveness of the host governa^nt to the idea of any Aaierlcaa 
Influence over its health policies? 



3. What is the ^attitude of the existing economic leadership toward partial support o£% 
potential projects in the initial stages of growth and full support for maintenance 

^^...^In future years? 

4, What are the political or economic motivations of the central govenis^t? Has the 
government developed a sincere interest in the health of a segment of the popula-* 
tion? Ik>es the govemn^nt believe that improved health conditions of that s^gii^nt 
will be advantageous to the economic development of the entire nation? What pressures 
are being brought to bear on the government tb solve certain covmtryvide health 

^ problems? Does the govemo^nt require help for a specific area of the country per- 
ceived as neglected for one reason or another and where the population is believed 
to have a disproportionate burden of disease and poor envlroni^ntaX conditions? 

5* What countries or organizations are now participating in joint health programs or 
are urging that new prciygtams be undertaken? Do they clash with'U*S. Interests or 
use up valuable resources or can they be coordinated to supplement or complement ^ 
any U.S» proposals? 

6. What sizable existent programs that have demonstrate^d their benefit t% the population 
are being phased out because of inadequate support? ^ 

7. How many Amerlca^i nationals will b? lnv<>lved in the project? Can the AID mission 
provide the necessary support? 

8. What obvious budgetary, political, or other constraints would affect the initiation 
and continuation of any project? 

The process of project selection Is multi-^faceted. Sometimes projects are selected 
without long term planning. Other times, planning aid is requested in the form of health 
sector assessment* Prior to the initiation of assessment, the Mission or the Regional 
Bureau of AID may request a^reliminary background paper on the country, or a ^yncrjLsls . 

"Syncrisls '^ is based on secondary research, varying in format and scope. Xt -Is designed 
to present a summary of known geographic, demographic, economic, a^^d health data about 
the country* as well as a^ stateir^nt of the major health problems and an estimate of the 
resources needed for a full-scale HSA. 

The Nature of a Health Sector Assessment v 

Several alternatives exist at this point, depending on AID policy considerations, 
on the interest and commitment of the host country, and on the constraint of available 
time, money and manpower resources. First, it is possible that, for whatever reasons, 
no further action will be taken^ If a decision is made to proceed with an HSA, several 
alternative n»dels are available, ranging in scope from a very limited effort to a rather 
comprehensive one. The following alternative models which a glv^ HSA may adopt were 
developed during a recent Westinghouse evaluation of three past HSAs« (For a fuller 
discussion, see Westinghouse, 1978): 

1, Preparation of an AID priEfgram plan only. Thrs plan Is the least expensive and 
places the minimum burden on the Mission and on the host country's govexTiment. 
Prepared entirely by AIO staff or by consultants, it is t^ied to the AID funding cycle 
and addresses the HSA objectives as discrete projects rather than as cocpponents of 
the program-planning process. 
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2« Preparation of an AID program plan with selected additional objectives. This loiodel 
is essentially similar to the ^irst, except that a limited number of additional 
objectives may be included (Examples of additional objectives are formal training 
or a SMrvey of nutritional conditions)* the objectives, as well as the degree of 
Involventent of the host country's staff, are decided on the basis of detailed 
" negotiations with the host country's representatives* As ^ the first i^del. primary 
responsibility for pirogram planning rests with AID. ' ■ ' 

3. ^Preparation of an AID prbgram plan, with a parallel multi-tibjective he^th plailher 
effort. This model is designed tb reconcile MD's need for a program-planning 
document tied to its funding cycle with the host country's interests in broader 

or longer-range objectives. Such ^objectives' may include extended training or other- 
wise expanding the health-planninA capability of the coimtry. This is^del calls 
for mxxth greater commitment on the part of the host country, and is partly indepen- 
dent of the AID funding cycle. ^ ^ 

^ .1 

4. Preparation of a national healtl^lan, with other HSA objectives, followed by 
preparation Of an AID program plan. This mc^el aims primarily at producing "a com^ 
prehensive national health plan, from which the AID program plan would derive, and 
it would be carried out independently of the AID funding cycle** (Westinghouse, 
1978; 8). This model requires the largest investment in resources 4|id the nK>st 
extensive conmiitment On the part of the host country. 

If a decision has been reached to proceed with a "full-scale'* HSA (i^del 3), a 
multidisciplinary team is put, together. Team members cjome from the AID staff, from the 
U.S. Public Health Service, from consulting firms qnder contract with AID, ahd from the 
host country* Strong emphasis lis placed on participation of professionals from thiK > 
host country, since the concept of a full partnership in development is perceived as a ' 
crucial element of the HSAr philosophy and process* The actual composition of the team 
depends upon the specific objectives of the assessment, but may include any or all of 
the following professionals (of course, severlll upecialtle^ may be qomblned in the saisie 
person) : ^^ 

I. Public health physician and primary care specialist, who may act as team leader; 
'2« Maternal and child health physician and family planning « specialist ; 

3. Health manpower and training specialist { 

4. Nurse-midwife, nursing education specialist; — ^ ■ 

5. Epidemiologist /environmental health specialist; 

6. Pharmaceutical, medical supply and logistics specialist; 

7. Health development economist /financial analyst; ' | 
8; Social anthropologist; 

n 

9, Program design specialist; 

10. Vital statistics specialist; and 

II. Sanitary engineering specialist. i 
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Although team members usually have extensive overseas experience as advisors to AiP mis- 
sions, It^ is desirable that they have two or three weeks to collect and digest background 
materials before they assemble In Washington for briefings and departure. 



The team may he aided by methodological and technical tools such as. the Guidelines 
for Health Sector Analp^sis ,- a series of manuals published by AID and the Office of . 
International Health of the U.S.. Public Health Service* ^ese guidelines* which are 
also intended for use by the ho«t c6untry*s officials as well as by their ib&erlcan 
counterparts in planning or administering projects, cover such areas as the following: 

Financing the health sector. 

Economic appraisal of -health projects. 

' Planning for health manpower. 

Controlling communicab^i^^diseases. 

Planning for health services rScilities. 

Cultural, social, and behavioral aspects of health planning. • 
• • ' ■ • 

The assessment team^s visit to the host country varies in length, Jiepending on 
the scope of the HSA. Typically, it may last three or four weeks. In advance of the 
visit, AID officials in the host country make certain preparations to facilitate 4:he 
work of the team. These include briefings of officials in the Ministry of Health,* in 
JLnternational health organizations in the country, and, ideally, in other governmental 
\^t^str±e8 relevant to health. Also briefed are staff members' who are expected to work 
with and to hoSt the visiting team. In additTon, logistical preparations and work 
schedules are laid out as far in advance as possible. 

T he Hea lth Sector Asses sment 

Depending on the model followed, the HSA'wiil vary in length, format, and sub- 
tance. The following are examples of elements that may be included: 

Demographic data and forecasts. Information may typically include the age structure 
of the population, its rural/urban distribution, crude birth and death rates and 
fertility rates, infant isK?rtality rates, atid as many of tlie vital statistics as 
are available. Existing sources of data are used; usually no new data are collected, 
The purpose of assembling deoKsgraphlc data is to produce the best possible set of 
population (and population composition) ' forecasts. This is necessary not only for 
assistance in setting health targets, but also for developisvg strategies. 

Economic data. The data may include, as a minimum, existing and projected health 
budgets and estimates of new program costs. Other data may include projections of 
the Gross National Project or of the growth of revenues and expenditures in the' * 
public sector. There are many uses for economic data of this kind, but the .basic 
ones are: (a) to fit some bo|indaries on potential growth of the. national health 
budget, (bXto take into account the likely impact of general development policy 
on the setting of. health priorities, targets, and strategies, and (c) to estimate 
recurrent, cost implications of new health investments. * / 

Health status data. The data may usefully include a good national picture of the 
incid^c^ and prevalence of disease by age,* sex, location, etc., Possible t^les 



66 



\ 



presentejd i&ay include ones showing mortality rates a^siS morbidity rates by disease 
class* It is most useful for these tables to include relev^ant inter-country or 
intra-cbuntry comparisons. These tables are used by the team to assist In the setting 
of health prioritises and in the identification of targets for the program period. 

■r ■ . ■ • . ' ■■.I'. . ■ ■ 

4 Health Services and Environrontal Health Services. SuosBary tabies are pre$ent^d 

of existing health establishn^ts, environmei)tal health serviced » and healt*^ manpower 
Categories. The tables, showing the distribution of health services and environmental 
■'^^ health services' in different geographic regions, shoiild provide jan estimation of 
f the extent to which the population in rural and urban areas has acce ss to or utilizes 
such services. ) ' 

5. Unit cost data. After determining the appropriate units of output '(e.g. , vaccina- 
tions perforrod, hospital bed daysp'health clinic' visits, etc.), an attempt is made 
to calculate the cost per unit. ' These data, if available, are used in analyzing 
the fei^slbilj.ty of » alternative strategies and programs. . . ^ 

& Policy data. The team col^lects relevant data on a) national development policies^ 
gipals and objectives, b) national health^ policies, c) the extent of understanding 
- * of health planning and health policy analysis and of commitc^nt to th^. 

The Impact of the HSA on. Health Program^ ^ 

■ . f ' > ■ 

The suggestions resulting fr^ the team's efforts, are discussed within AID and 

in negotiations with the host country. These negotiations may (it is hoped) lead to the 

development of objectives and projects agreed upon^by all sides, objectives , and projects 

arising from, and supported by, the HSA.' If AID is to partake in futur^ projects, -' 

it may need td refcruit ' lor^-term advisors and/or short-term consultants for assigmi^ent 

to the project. ^ 

■ % • . * 

An important part the agreement concfems the organizational framework for carr;^inp 
out the project. This framework may be the use of counterparts, the use of a joint 
' organization for planning and administration, or the socalled ^*liaisbn approach.'* v 

The counterpart relationship, the one most frequently encounteredin AID overseas 
missions, involves the appointment of loca^ partners from the Ministry of Health to work 
with each senior American technician for the purpose of coordinating the work and of « 
exchanging information. In practice, this system works well only when the counterpart 
is actually the head of a department and' the American is acting as his adviser. 

The joint plan is a smll temporary organization composed of "technicians" from 
both sides led by "administrators" of equal authority. Ideally, all work together with 
a clear common interest and mutual conf|.dence and make decis^ions jointly. Jor^this work, 
the joint group must have a sizable degree of authority. ^ 

The liaison approach implies a separation between the two countries in both technical 
and poliW-making functions. AID provi^des the funds, the commodity support, and the 
approval tsfthe project . The host govetnaient plans .and executes the project. This approach, 
although inettrCaent , may be used out of pblitical necessity when a country does not 
desire foreigri technician's, or when AID does not deem it advisable for American technicians 
to be directly^involved in field operat:.c4|s. 
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Finally* it should be noted. If only for the sake of coaq»letene88, that fao joint 
projects or planning at all result froa the HSA). This may be du^ to reasons e^loted 
below. 

Criticisms and Limitations of Health Sector Apsessnent - 

Having briefly described the purposes and process of Health Sector Assesss^nt, • 
will now discuss a number of problems and issues raised by the i^lementatlon of HSA 
in several Latin American and Mld-Ea6tem countries. The following Issues were highlighted 
^by the 1978 report of Vestinghouse Heail^h Systems to AID: 

1. Conflicting "hsa objectives. The HSA was designed to accomplish multiple objectives ' 
which often may turn out to be incompatible. These include a progr^n pXannipg 
document for AID, a cOTprehensive health plan for the host country, andj building 

up institutional capabilities in the host cc»mtry (the latter will be discussed 
below). "AID requires a ptograa^lannlng document tied to Its funding cycle. This 
is a short-term effort whichNimst be met- In a timely and efficient matter. The 
host country's need for a comprehensive health plan is a long-term goal which requires 
considerable resources. An attempt to B»et both of these goals li^edes the achieve- 
ment of both goals and strains resources heavily. Of the alternative Mdels 
out llnedg, above, only one addresses this dllamaa; yet the relative weight assigned 
. to tfe differe^objectives needs to be further clarified, and the distinct endeavors 
more clearly separated. ' * ^ 

2. • Inadequate fulfillment of the institution-building goal'.. If a major objective of 

^ the HSA is to enhance the host country's institutional capabilities in healtl^ plan- 
ning and management, (Jiffe^^t i;e80urces and commitments are called fpr. ^ot only 
formal training of personnel, *but reorganiseat.ioa of the health sector is r^uired 
/ Yet this is rarely achleved>--^e reason i# the pressure ol timer another /is the 
/ failure to institutlonaliz/ the\ew skills on a permanent basis, since after the 

HSA is comp^leted the host eb^tr/Va^rticipants may return to their prevlp^ jobs^ 
or may evep be transferred outside health sector. A further reason l^jitllned 
below. 

* 3. Inadequate* ihvolvement of host 'coun^ nationals. Whether because of lacCof skills, 
• lack of time for trainitlg, scarcity^fVmatipower, or the presst^s to produce a 
timely and efficient planning Wu3Mtity a dtscrepamc^r often arises between the 
roles of .visiting t^am members and those of the host country nationals. The latter 
commonly contributes little t^o the endeavor beyond descriptive statistics, while 
the former perform' the high-pbwered analysis and eyentually write the document. ; 
' This undermines the va^^e of \he HSA as* an educational or institntion-rbuildlng 
'tool. « 

4. Conflicting AID and host country objectives. While AID is concerned with producing 
a program planning document, the host country ^y have longer-ra^ige goals, such as 
preparing a comprehensive national health plan c5t-building up institutional cap- 
abilities. The host couVitry may view the HSA effort sas a **donpr project," a 
bureaucratic requirement unrelated to its ow(S real needs or duplicating already 
existing efforts. The need to withdraw scarce, highly skilled manpower from 
other areas of the already strained health sector presents f^rtljflr problems. 

5. Inadequate follow-up. On several occasions the HSA has turned out to be a one-shot 
effbrt, instead of the hoped-for basis for future planning for cooperative projects. 
This has resulted from AID' s failure to translate the documents into Span|ph 
and, in some cases, from the h^st government's reluctance to disseminate a document 
perceived as harmful to its image. 
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6. Policy limitations. The HSA moat operate wifhln the framewrk of AID's changing' 
policy constraints as well as tWse of the h<^t coun^ty. Consequently^ it may 
neglect to look at the total health picture frcsa an open-minded point of view and • 
to of f^r fresh policy options. One example is the current policy of AID "not to 
build new hospitals. This policy obviously limits the options that may be considered 
Sim^-larly, current AID priorities do not include several important areas of health, 
such as mental health. The HSA will therefore not address itself to these problems. 
These constraints limit the utility of the HSA as a comprehensive health planning*^ 
document* 

*■ ' ' 

7. Cost /effectiveness analysis. HSA's have ranged in effort from two man-years in oile 
country to several doeen man-years in another. Given the limited uses of the 

HSA, It is difficult to Justify such variations in expended resources. A mdre 
realistic appraisal of the different possible outcomes of the HSA may help to 
tailor the expenditure of resources more closely to the expected benefits. 

■;■ ■ . I 

As it stands now, the HSA has proved to be more useful as a short-term, program j 
planning docurcnt thdn as an ongoing, comprehensive effort to reorganise the health' Bedtor 
of a country. As an Educational tool, the HSA has proved more useful In lnc)|&aiing the 
awareness of host country* 6 personnel of the significance -c^ health problem than in 
upgrading institutional capabilities in analysis and planning, or in significantly 're- 
directing their health policies. As in the case of any attempt to reorganize major, 
sectors of government on a more rational and efficient' basis, political, economic, and 
bureaucratic forces combine to limljt the impact of the change. This is the case* not 
only in developing countries but in Western countries, too, of course.- This does not 
call for abandoning the efforts to apply scientific analysis and planning techpiques tc 
social problems. But it should lead us to realistically appraise both the objectives 
the priorities of such techniques, to consider the limitations of resources ^xiA of exte^ 
factor^, and to direct oi^r efforts tb where they will produce the most , good. 
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In his "Essay on Man," Alexander Pope urged* 

*1Cnow then thya^lf « 

Freauoe not to scan* 

The proper study of mankinit — 



is iaan«" 



The preface of a recent book on the ixaportance of cultural factors to healCb car^ 
delivery programs presents very well the 'justification or purpose of the efj^ort at hand* . 
It states that health workers everywhere t^ed to gaita "a m>vB complete understanding of 
both the visible and invisible elements of their own culture, ^and tlj^^ culture of the 
coB^nlty arouijd them that^^ii necessary if they are to provide a program that really o^ets 
the needs of tte community." - 

£ 

A great world-wide ferment is in process with reference to the recognition and meet^ 
ing of tl)e rights and needs of all people. Among the many hum£in rights and needs at issue, 
health is accepted to occupy a key positioa. The logic is clear. Without health there 
can be no pleasure, no productivity, or indeed existence. Mindful of thls^ tti^ World 
Health Organization recently accepted as its overriding challtog^ the assurance of "health 
for all by the year 2000." Whether or not this ambitious goal is achieved to any Signi- 
ficant degree will depend amoh^ other factors upon the approach takw by those ^o strive 
for it. At test is their very ability accurately to perceive, define, and assess the 
health and related problems which confront them, the manner in vAich those affected. per- 
ceive them, and the many non^health factors in the culture which may on the one hand inr 
fluence the occurrence and i^rpetuation of health problems or may on the other, multiply ^ 
or enhance opportunities to ameliorate them, % 

In the assessment of the health status and problems of develbping areas, efforts 
frequently have been concentrated on the accumulation of as much data as possible regard- 
less of its qualitative adequacy* tn addition, euiphasis tends^ to^be placed upon factors 
wh^ch, while perhaps germane to the Westerfi sciea$;ific and technologic mind and scene, 
are not necessarily pertinent to the case at hand. Where this occurs, it is doubly }m- 
fortunate in that it involves, hence adversely reinforces or affects, not only those sent 
fay the United States, and other Western nations or international agencies to serve as. 
coi^sultsnts and advisors to the deveXcfping areas. More important in the long run has been 
"the decreased usefulness of professionals' of the receptor societies and nations \<rtio, in 
the course of their education have been perhaps excessively and sometimiBS exclusively 
exposed to Western values and emphases. As a result they may easily become to some e^ttent 
cultural strangers in their o\qi. land. - - ^ 

Examples of the foregoing have been all too frequent. Often their manifestations 
have been nothing short of tragic*-. There comes to'personal memory the frustrations in 
dealing with several such well-intentioned individuals, by -that time in positions of high 
authority in a nation which suffered chronically and massively from innumerable preventAble 
diseases. Upon being offered assistance from the then relatively new U.S* technical 
'assistapce program, the first two items requested were a cardio-respiratory Physiologist 
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and electron microscope (then only recently developed and very expensive). More recently 
in a nations with similar circumstances an entirely Western-trained physician took 
advantage of. international aid to ^ave constructed and equipped .undar .his direction a ^ 
splendid hospital, exclusively for heart patients, complete with the most modem and 
expensive intensive coronary care units and facilities for the most advanced heart 
surgery. Mieanwhile across the road continued with great but accuston^d difficulty the 
very large, inadequately staffed and equipped^ general hospital which attempted to meet 
the general health, mk^dical, and Inst^uttonal care needs of tremendous numbers of people. 

The past century has been a period during which the Western way came to be regarded 
widely as the superior. way , the most effective way, the only correct way. This view has 
been accentuated especially during the papt half century during which the Western way has . 
been extensively fortified *by burgeoning and phenomenal scientific and technological 
advances. As the world concurrently became s^maller $nd international contacts and rela- 
tionships became more inttjnat^, the conviction that the Western way was innately and - 
universally superior became ever more firmly established. After all, since it accom- 
plished more and produced more, andVith greater dispatch; it must be better. This in 
turn bepame parent to a number of other questionable socio-cultural assumptions. Several 
merit special mention. It was assumed by many that suggestions' and methods based upon 
Western concepts and scientifically proven facts would be readily accepted by people in 
other societies aAd cultures. If they did not do so they •we rp regarded as obviously 
obstinate, less intelligent, and^ somehow inferior. Related to this is the common mis- 
conception that all people share the same (i.e;, the Western) definition and interpre- 
tation of health, disease, and death.' This ignores the intimate and meaningful rela- 
tionships in many cultures: between individual^ in the present with thosfe in the past, 
as well 'as with many natural forces around them. As a consequence, they regard Sisc^ase 
not oSo much as something to be controlled or cured as to be understood as; part of the plarf 
of life and nature. These ^iews and 'their consequent actioRS have been put in a slightly 
different sense by Kaufpian: 

^'The tiotality of the organism and its adaptivepess. t . can be placed in ^ 

fra^ie of^ reference which is truly psychobiological. Psychogenesis, i ^ 

ontogenesis , and ecologjs^^each with its proper weight and each unique I » ^ 

tor the ^artiCulaj: individua-l involved, remain the bases for under- . « 

standing the functioning of the individual in health and disease." 

« \ 

Failure to understand such views leads in turn to the common Western attitude that 
. indltgenous folk healers are necessarij,y useless or dangerous quacks or charlatans who 
prey upon the superstitions of *the ignorant and who have little or nothing of value to 
offer. Biased upon this interpretation, 'it then seems^ logical that the .presumably more 
corfect^ modem. Western, scientific And biomedical model cannot be adapted for use by 
them or indeed by .much of anything traditiottfel in the reenter culture and society. 
Instead they must be either ignored or discredited, and replaced by the' obviously sound 
and superior Western approach. Th% g^ib assumption is, of couYse, th^t if Western 
medicine and health protective ^thods are simply made availabfle, the people will not 
hesitate to cast aside their ancient traditlotial ways, , Many have pointed out that 
traditional afid indigenous system^ of medicine have existed and been followed for many 
centuries in all parts of the world, eveh where modern care and faciTities are available. 
Indeed, the waiter well remembers examples in the household of his own childhood. 
Fortunately, in very recent years the concept of mobilizing 'the mmpoweV component of 
traditional medicine for primary tiygienic intelligence, health education and primary 
health care servigies, as partners of those who provide 4:he^advantages of Western Si ien- 
tific medicine, has been gaining ground in many countries. An excellent example is 
given by Dr. Cynthia Nelson, Professor of Anthropology at the American University of 

• ■ u 



Cairp/ She points to the beneficial effectsjat the primary level pf h^Alph care, i 



services of the cooperative jpf forks' of -the . tta'ditJ^onal tnidwiffe (daya) professional 
counterpart* (hikima) , an«f the university-trained nur^e (mumarid^a) . "A^T^^^*^" 
indicates,' "are of paraiiu5unt Ijnportance ,iti>^al societies^ such as Egypt, where 'two or I 
more traditions thrive and where*, thos«i who provide roedic^ care^'y be ^f cy.£ferent ^ , 
ci4tural and social background than their crientele." ^ * ' . * . 

. ! ■ ^ " . ; 

, To the extent Uiat misconceptions, such as those t^hat have be^q, discussed to tliis ;\ 

p9lnt exlst^and are foTTot^d, it is littik wondei: that avoidable .Wundfersu t&istakes, 
animosities anijU^glays have" sometime^ occurred^ in the process of well-intentlpned * , » 
attempts to be^^^aslfetaace to q these. The most important word tle^e is "avoidably 
In a real SQnse^j^j^resei^its 'the purpose of the insightful and very practical manual that 
is t>rlntedy41ae^m^ Its title implies that essential point: 7- Sociocultural Factors 
that Aff-eqc Health Care Delivery in uevelopinR Countries * .The author, Dr. Renee A, Fr^ser, 

^has petfc^rmed 4 difficult, yet enviable- tas^wh^ one considers ^the complexity anii ext^ti- 
siveness of the subjegt-j Beginning with ^he 'development of^a^necea^sarily selective 

.annotated* bibliography, iiihich^l^y its nature is and -everchanging,. she has emphasized? 

those it em^ which address fundamental issues or which provide useful hiatorfcal or oth^r 
overviews and t^ich are reasonably readily accessible. From ^is ^logical t>eginhing she 
;has proceeded tcu^a-C^^ise and cohereat^ reView^pf the literature: Thus, beginnii^ with , 
a significant fund of existjjtig pul?lished pbsejrvatious an^ viewpoiifctSt she has dQ3):^opea 
a synthesis of .i^mporjiant basic cffljce^pTts that; it is* believed will stand the test of the 
flow* of future lit€?rature. With cTiese documentary COTiponents as a Hackdrop> she has y 
applied her' prof esslonal 'expertise as a 80ciaIr>-psycholgoi8t- t# th^ preparation pf a very 
practical and, readable manual of wide pc^tential us^. With reference to us^rs,- ^le manual 
should -be of 8pecia> valuet on the one hand to those concerned with assessment In the 
detailed or micro-sen^e, anil on the other hand to those conceiiied with planning in the 
broader, presmnab'ly longer-ragged .or ^mact^-SQpse. It^^^must be reali2^d, hbwjivet, 4:hat thi's 
represents a some^^Hat "simplistic view. Neffessatily , assessment fundamental p^rt of 

.the planning process, and ''macro" decisions derivfi.JJ;^u^ta^tial ii^is^e from "mi^cro" 
considerations. These fun^ ions are not so much likeVyo, sides pf a coin as they are 
an evolving rfr spiralling cajitinuum, the one (micro) ^oi^ing^and blending -into the other 
(macro). Farthermore\ throiAh ti^, micro consi^deratfona, decisions "and actfivitles oon- 
tinuously affect the i^ro -factors- to varying degrees and in variou^way,3- ^ 

In other words, micro and' macro considprations constitute two mutually affective 
parts of a time -continuous p2;ogTesslve system- * Thus, Montoya-iSg^^iiar introduces his ^ 
excellent exposition of this concept* by. pointing outr^ that "National . policy, goals, f^ir 
example, Beal with the' various nieeds and deV&ands of ' individual ©embers' of society , as well 
of groups ^r classes and 6f the nation as a who|.e,^hat require, to be fulfilled/* ^ 

* * . Wneh viewed in this context, the manual ^appeai^to have ma^y specific uses^nd values 
tb both foreilo and domestic evaluatp^^s a^d planners- Among thp^se that Aay be ffteted are 
the following r ^ * " , 

. avoidance of mistakes^ . antagonisms , resistance,, blihd alleys and the loss of face, 
* *" • 

. . ^local health assessment and^lannin^, 

nations^ health aSsessn^nt and planning, 

analysis of heal-th an^ Illness and* the reasons for them, 

dete'rmining the extent that heali^i n^feds ^re beitig met,^ 



, * Volume 4, Ipternational Health' Planning Series, HEW, Washington. 1974/ 
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. determining alsillarltles and differences between places and oultui^s, inter-- ^ 
.country coisparlSQnst - ' * • ^ ^ * t ^ 

. • ■ 

. point to geographltfr^r popolatidn Inequities, ' 

• determining culture-botmd h^lth behavlorlsmd vs. those that are basic 
vinlveraaiities, . * 

• _ I. ■ 

• detem^Lnlng culttoral factor^ related to health care delivery^ \ . 

• detenrSning the appropriate relationship of hea^lth plann^g to overall socio-^ 
politico-economic planning* 

. • ,^ ■ * • ' ' 

greater assufas^e of cost effectiveness. 



chieven^nt of understanding, acceptance, assistmce, and participation by 
cit;lzen8, goverha^nt officials, tradi^tional healers, etcw , 

. use as a tool in training health and other* personnel* ^ 
■ " ^ . * . * 

It la encouraging to note the increased emphasis being placed upon the application 
of the S()k:ial sciences tq health and cH:her probles^.of people. This is particularly 
important during the present pei;iod of great £uid .widespread changes and transitions, ^-^ 
in place of abqde, vo'rklng conditions, lifestyle, interracial and intersexual relations, 
cc^mnunication methods and access, and education*, — to name but a few. All of these 
and ssany other changgi^^f coulrse, have far reaching Implications for health and health 
care policy. It behooves all health planners and workers to be^s'ensitive to them. As^ 
a consultaht to tfftO, Dr. E^. Bocksett of Nottingham University see^ social sciences 
as involved in the assessment of basic changes in the health care horizon, specifying 
particularly: **C|ianges in disease prevalence, in our understanding of causes and in 
the response of disease to care; changes in health services organization; changes in 
medical and allied%ducation." He added that ^^suddan changes in affluence and ways ^of ^ 
living here already \rought * epidemics* of diabetes,, motor vehicle accidents, some forms 
of cancer, cardiovascular diseases and perhaps mental Illness to parts of the Eastern * 
Mediterranean Region, ^ere he has been working;''- - Prevention of these conditions he ^ 
pointed out "Involves changing habits," It may be permissible to restate this by 
^saying,' "...involves .udderatanding habits and behavior and where necessary adapting or 
changing themy 



* The importance o£^ this cannot be overemphasized. By now it is^lear that for aH 
^"jnracticHl purposes these are only two types of diseases: behsvioralsnd jenvirohmental, — 
and ^ idany of the environmental threats to health, limb and Ufa arise out of personal'^ 
or ecological misbehavior isms. Furthermore, while soie^ tolght point to genetic and organic 
diseases as except iolts, more and more of them are' found attributable to behavioral and/or* 
environmental faults/ With specific reference to health-related habits or behavior the 
fundamental consideration for health workers is to look for them, accept their reality, / 
attempt to' understand their genesis and purpose, determine if they are truly inimical or 
possibly helpful to health, and if jnecesaary try to adapt them rather than deHtroy them. 
It is recognized that some purists insist that .&4>^ mores and customs' of a culture have 
a sort of evolutionary and hi^t^rical sac redness and must not be tampered with. One cannot 
help but. regard this viewppitit as folly. After all, history and progress are tampering 
all the time, — and not always for good. . * * 
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Dubos has put this In perspective In saying: ~ * ' 4 • 

^ All technological innovations, whether concjrne4 with Industrial, agri- 
* cultural,, or madlcal practices, are bound to upset the balance of nature* ^ 
4^ fact, to master natuire is synonymous with disturbing the^ natural 
~ order. While it is desirable in principle tfo maintain the '^balance 
of nature," it is not easy to define the% operational meaning of this 
idea* 'Nature ia, never in a static equilibrium because the interxfela- 
tionships beti^en its physical and*biological components ate endlessly 
changing. Fu^hermoifb, man placeil himself apart ivGrn the rest of nature ^ 
when he'^egan to farm the land and, even ii»)re when he became urbanised. 
^ 1%^ survival, let alone growth, of his,compleK societies implies that he * 
wlB^ contlnue^ to ekploit an<^ therefore, upset nature* The real problem, ' 
therefore, is not now to maintain the balance of nature, but rattier hmtr 
to* change' it in suph^a manner that the overall result is favorable to 
^ the^human species* , ' 

Wastem. approaches to Illness are basetl upon demonstrable pathology, h4lice liuJ^ 
health is c'onsidered essentially the absence of disease: West em- trained physicians, and 
other health workers » thetefore^^ t^d j:o approach the hum^ probleo^ which confront tliea 
by two distinct paths; the reductionist based upon best available data and technplogy, 
and the humanistic- which depends largely upon .intuition. While these two approaches do 
not, and in the minds of c^ny shoul'd not join, in actuality they frequently do in arriving 
at decisions. Thus, the still uttered phrase "the science' and art pf medicine." Never- 
theless, the feeling cantiot be avoided that incf easingjLy in the,West,(r such consideration 
as>may be given to^he "art" of health ^ate, folk ways ot tradition tends to be in a 
condescending maimer. i% / • ' . * - 

As increasingly successful diagnostic . and therapeutic technique^ and materials have 
been developed over the past half c^tury. Western nodical education and indeed much else 
in the training of other categories of health workers has been built upon the pathology- - 
lesion-disease npdel. In the process it' became reductionist, reducing himmn suffering 
to disease. As d consequence, '->it was the symptom, sign pr disease that came to be treated 
and hopefully cured, — not the patient, 'in rather recent years it is becoming rei^iz^ ) 
,that this leaveg something quite important unfulfilled and unsatisfied. By contrast,* 
humanistic n^dicine, iftcreaslngly referred to as 'Srholistic health" enco^asses much more, - 
indeed the whple circumstance, experience, envirohmenf of 'the individual or group, gin so 
doing it ,truly deals with the whole person. — or the whole group — as the patieht. In 
its broad sex^s^, therefore, healing encotiip^Bses more than curing. It impliei^ a dyi||plc 
relation between 'the pst'ient or group in ae6d of assistance and the l^aler wnose funcjfion 
id to* become aware of and Bring to bear all of thet various forces which may contribute 
to the restoration or protection of well-bel^ag. A^fceratlon of the' discrete pathologic 
process, while obviously important, is only one of these forjg^s. In practice there are 
many peripheral religious and other groups who ignore the latter yet achieve so&e degree 
of success. Be like token, many Western health practitioners Ignore ^li^^ormer yet . 
<;learly achieve varying degrees of success by scientific intervention. But how much better 
might be* the cohjoined ase of the best of both. - 

There are many sociocultural components or factors that should be taken into consi- 
deration in approaching h^lth planning ^nA^program development. ^ Amotig the most significant 
are languag^, beliefs, communication systema, family structure, politics (overt and convertTT 
i^onomics, education, religion, rituals, Symbols, health beliefs and practices, traditional 
and s^entific health systems, and rules and interrelationships including personal, group 
profesMonal, and political, and m^ny many others. iCing has described these in the fol- 
lowing more prosaic terms In his discussion of^ the study of a stnsnge 'culture for. the 
purpose of health planning. . , . ^ « _ 
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The Family. What are the f^oxmnon patterns of family compositioti? , What is 
the age of marriage and hqv stable is it? What are the strongest eii»^< 
tional ties within it? What are the obligations towards the extended 
family of uncles, aunts, and cousins? What is the status of wots^n? 

After the family, what other laq;>ortant associations are there? Poll-^ 
tical parties? Guides? Agricultural Qocperatives? Initiation grottps? 
Religlqu^ coimounltles? 

Wh^are the Influential m^g^bexs of the community? Chiefs? Party * 
officials? School teachers? Ministers? Hospital assistants? 

f 

What accords status ^ the community? Cattle? Wives? Children? 
Land? Money? Education? 




What are the valtjes of a com^lty? 
Fulfillment of the personality? 




Leisure? Conformity? H^ppiness^ 



What are the customf 05.»^he coisaunity ovs^ the use and ownership of 
land and money? Hq^ is ttte land inherited? What is the income of the 
average fmnily? Is money the common property of the family? Is there 
money ayail^le in the community for medical espenses? 

What are the "attitudes and practices of the community in matters of 
health and disease? What is the traditional system of medicine? Do 
people consult their healers first, or only after scientific medicine 
has failed? What ate the concepts of causation of the con^n diseases? 
Does the' indigenous syst^ of medicine include the Idea of p;revention? 




this 

question could he 
factors, as well as sc 
certain of them* Exai^l^ 
and variations are leglc 
vicarious interes^ would 



stage, yfhat are the pitfalls. to be avoided? This critical 
examining som^ of the consequences ^f overlooking such 
results to be achieved by adopting^ adapting and using 
of negative results oK^nsensitivity to cultural divergencies 

To produce such. a litanju however, while it might provide ^ 
irve the present need pooriv. More useful tp agree with Newell 's 
> introduction of tl^ proyairative WHO bool^, Health by th^sFeople , where he 8ays,^**it is t^ot 
necessary to bothet* to dpzxxmnt the absurdities of the dlMerent bureaucrat ic r esponses 
to agricultural, eciucat/onal, health service, or development needs." The cdH|ributors 
to that publiqa^^n\ 

do nafe^qu^stlotf the fact that ifflmits need food, pregnant m3thers 
need fttfoe dell^vered, lnm(mt;izatlons ar^^s^gj^ful and^ prevent illness, 
or that s^k people need treatment. On the contrary, they emphasize 
that these are some of the expressions of ccn^unity actiofit and that 
they will Inei^tably follow if you proceed in a reasonable way and take 
the wider l^uep in^o account. The wider issues . presented include: 
productivity an^ sufficient resources to enabl^ people to eat and be 
educated; a'sen^e of community resj)onsibi],ity and . involvement; a 
functioning coim^unity organization; self sufficiency im all important , 
matters, aiid a reliance on "outside resources only for emergencies; an 
understanding of the uniqueness of such cosa^unity coupled wit'h the 
in^vidual and group prideS^and dignity associated with it; and lastly, 
the feeling that 'people ha\{e o^^^ tr^i^n^niity TJetwieen their land, their 
work, and their household* 



ke ^ 




What a comprehensive and wise susimarlzatlon of a coiftplex miiltlf^ceted probleml In 
order to crystallize the place of health in this and to provide a compass Jar planning and 
action, Newell also empfhasizes that "health developtsent is- a part of community development 
and that the health of indiv^^duals and canmunities will ^^rove if a continuing self-sus- 
taining process of conmiunlty ^^velopment can be stated." 

While it is truetirCt conventional institutionalized health services .rank lower in 
many nations and ^Sct^ies than do many ot her A ctivities, health planners should 
fatalistically accept this As an excuse not to insist upon IncluslQii^of health considera- 
tions in overall >area^or national planning. There are many hlddo^costs of developmdit 
schemes^ and more than one has resulted fn tragedy as a result Vt Inadequate or no consi- 
deration of cultural and health consequences. One can- point to numerous and very costly 
projects involving power production, agricultural irrigationy deforestation, mining, and 
other industrial development, which eventually produced far more hana and economic 
than good, {or lack of attpirbi^n to the sociological and hl^aan health effects. 

Aside from their avowed major purposes, such as agricultural .or industrial develop- 
ment, what other klncl^ o^ changes often result which have obvlouf rele'^mice to the health 
of a population?* 



1. 



Overall changes th man-habitat relationships 
new geog^phical and geo-zoological conditlonsT 
and -ecologli: area, often with different insDune-s^scepf 




In new farmland, under 
to a different climBtlc ' 
llty relationships). 



4. 



6. 



Increased population movement, mixing, and concentration (eK^ construction, of 
roads, highways, and other transportation networks; migration%f rural people to 
jwns and sites of economic opportunity such as mines, factorie\^ hydroelectric 
rigatign projects; rol^cation of consnunities, etc.). 

r flow and use (ex., building-of irrigation schemes, 
ed water resources in undersanitlz^d and over- 




Changes 
dams , and 
crowded towns) < 




Changes of vegetation cover (ex. , altering ground cover, crop changing, overgrazing, 
deforestation, landscape denudation, and soil poisoning with effluents). 



■ J 

y neighborhoofl, 
8, streets,^ End 



Changes in micro-environmental conditions (ex., changes in housing 
and settlement patterns; in house styles and materials; in pathways 
highways; in modes of transportation, water soiirces\ etc.) 

Changes In value systems and social sanction systems (ex. , severe and abrupt chapges 
in 4,ife styles such as an urban environment or in sociologically heterogeneous ^rge 
scale economic schemes; separation from -kinsmen, the erosion of traditional systems 
in economically and culturally deprived situations ^s J-n urban or suburban slums) 



To what conclusion does this lead? Of necess 
political and economic jrealities. ^ If they do t;hey 
immediate or delayed. On the oth^r hand, they must 
no nai!<gh is populated witfi politicians, bureaucra 
The Worl3''T5iHk^has estimated that 85Z of the 750 
are in a stateo'Kabsolute poverty — • as measu 
to $50 or less. Ho&Wof the remaining 15%^^re to 
poverty, below- one- thi^^i of their natlos^tfi average 
these unfortunates, who siig in deBppj^e need ofNth 



alth planners cannot ignore 
vltrfAindeed assure, failure whether 
be jefvffstantly aware of the fact that 
s, /economists, and industrialists, 
ion poor in the developing world 
an annual per** capita income equivalent 
dered to be in a\State of relati^^e 
And importantly V*^ore than .80% ot 
most eleir^ntal heaVth and sanitary 
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'assistance live in rural areas, ^ far from the true cc^rehenaioii and aw,arenes8 of the 
majority of politicians, bureaucrats, economists, industrlaltsts , and yes, scientists 
and professionals* r 

Recognizing that the determination of national priorities and the aelection ^f 
principles to be followed in achieving them depend in the final analysis upon the; percep- 
tions of politicians an^conomists, it is insisted that sound and effective health 
policies and proorama cJ|b^ developed and implemented ip ^ny given polltical^conomic 
system, if thos« responsible for public health, in addition to tteir professional 
manag^ient and jfechnifal skills have; sufficient knowledge of how public policies cos» 
about ^nd develop/- Montoyav-Aguilar summarizes thia t^ll in.^^^ng that "... political 
sciefice should eventually ptay at the health policy formulatlim level a role similar to 
that which epidemiology plays in strategic health planning, i.e., helping to eicplain 
the problems and to find their solutions." 








\ 
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* . * ' .'."<. 

International health planning has faced the challenge of ptoviding eff^- 
tlve health care for all the people of each naticp. for th6 last three decades. 
The donor nations have spent billions of dollars to issproVe the health status 
of people in the developing countries. ; The multilateral lending institutions, 
such as the World Bank, have made large health loans baded bn their perspective 
of what the countries needed. Technologies and advisors are pourlhg into de- ; 
veloplng countries to assist their bureaucracies in the ft^anages^nt of their < ' * 
health systente, to train i9anpower, to supply drugs, and to clean wstei;. 
this massive help been supcessful to dat^7 Have the donor jnatlons met the 
challenge of providing appropriate assistance to the developing countries? Are 
there new approaches to health planning that need to be considered? 

This article tries to answer sonie of these fundaxnental questions, and of-V- 
fers an alternative apprroach to the challenge in a conceptual frameworK which 
inc^u'des spclocuitural factors in international health planning. Many of the 
donor nation bureaucracies pay lip service to sbclocultural factors as being 
good, helpful, and even import^t, but they have noti found an operational meth^ 
od to Include these element^ in th^pir project planning. -It i-s our contention*^ 
not only that soclocu^ural factors must be included syptssatically in in^er-^ 
national hea^lth planning, but that the jcqmmunities 'involved should participate 
in planning ^and' fJrovlding services, no matter what the origin of money for the 
j^roject. One of the authors^ work in mental health planning (1), (2), has ' 
supported tUe thesis that roots of mental health lie very deep in the cotmaunity, 
and. that effective planning needs the participation of those affected by it. / 
We suggest the s^e is tr\ie in ^alth. This paper will deal with a psychosocial 
framework for the conceptuallzat^n of health and health planning which will . 
lead to commynity part Icipat ion \wdrk. P^ymrnt^A <-y par-i-^ n^px^^'f "ftlH"^ ^ will 
be the subject of another paper. - \ . 

* • ■ * 

.Where* are we today in our efforts to fielp developing countries? The an-. 
swer to this is given by the director-general of the WHO, Dr. Halfdan Mahler,^ 
who stated that "the most signal failure of the World Health OrganlEatlon, as* ' 
well as of >fember States, has undoubtedlybeen trfclj Inability .to provide the 
developi^nt of baf^ic health 'services." 



Kurt Wallheim, as Secretary General of <the .UnRed Nations, reflecting on 
ti\ls remark, nap supported the/availaSility of-!2a^p|^^|)^i|j|lth fac^ far all « 




* The views presented- in this^paper are^those oif the authors and||tot necessarily^ 
those of the Institutions to whlcB they belong. 



My '1>Mic health services," it la ii»ant; pr^iventiw health care for larban and 
xut$3i populations; clean water; the provision of basic mediclnea» h^gi&e^ 
decent standards of llvlsig; the disposal of aevage; balanced diets; and ftoow- 
ledge of birth control. Iwaldhel© toakes the stat^iat, "it Is pur judgenent 
that In the dey^oplxig . ctibamtrles-^where In sons ateas there is cmly one doctor 
to 40,000 epo]^e-^lt l^tmdoiib possible to design a health*dellvery sys- 
tem that h^ wi^^j coverage,* that people can afford, and that provides the prl- 
Qtinry essentials 



Given the many well-considered deacrlptlcn^ of what is needed to provide 
effective health c;are and the eqtiaily well-considered evalt&ations that systems 
to . provide such care are possible for the developing countries, we must aalc 
what has gone 'wrong* Indeed, what attes^te have been i&44e; how my we profit 
from those experiences; what dp s^dical science and the social sciences have to 
of fer ^he developing countries?* * 

A review of comments from individuals who' h9ve been leaders in the field 
of providing fbr' and studying health care in these countries leads to several 
mitigating aA^ handicapping factors. However, one dramatic error stands out. 
According to Bryant* "A root cause of these inadequacies in the less developed 
<:ouatties is that their patterns of medical care and education of healtlFT^r- 
sonhel are copies closely from western countries, partlcttlarly Britain, 
f ranee, and the United States. Thete has been |reat ^relnjctanjce to' deviate 
from these patterns, even though they are often serioualy Irjtelevant for the 
less developed cotmtries." Y5) / 

fthat ^Is known today 'as "western" n^dlclne is latgely derived from European 
and American practices. It is only recently (the past 50 years), that this 
taediclae has had i "sdeneific basis, has been able to systematically under- 
standi many* diseases, and produce what Dubc^ calls "the magic bullets of medicine 
Yet in a relatively short tin^, western medicine has come to dominate' most of 
the responses to health and Illness throughout the world. I . 

Along with this approach to health careu tl^ere has been a growing* if long 
overdtxe apspreclation that trmssferring western iMdical technoldgy, systejis, ^ 
and approaches to developing lands is often kn absolute detriment to an' effec- 
tive^ and appropriate health-delivery' service. (3) It has beconte eyident that 
many* of the is^st intVactaBle health problem are closely linked to factora of 
the ei|^irdnm6nt,-life--styles, so^pial customs, an4 other crucial elem^fcs not- 
part ^ the western tradition. ' ' ^ 

^ ' The evidence ' aboundsj in developing countries of the problems associated 
with t:reating programs based on western medical premises without consideration, 
'of the relevant cross-cultural variations. Benjamin Paul's Health Culture and ' 
Comnifnlty (Z) presents a series of case studies on .thi,s problem. One partlcu^ 
larly dev^atat^ing' example comes from Somalia.' wiien that East African nation 
attained Independence, the European Economic CommuSlty (ECC) presented to that 
nation of nomads an ultramddem hospital— a building that belong^ed in Brusseld. 
The structure , almost reduced the nation's health budget to the breaking point 
while also centralizing -almost all u^dical services in the capitol tity. The 
hospital served the wealthy few, but the great majorify of the population, 
nomads, suffered even more .neglecti Similar is the case in Liberia where the 
tudge^t of the JFK hpspltal is bigger thati that of- the. Ministry of Health. 

Th^re are m^j or deficiencies in our ^'scientific" curative approach to 
l^mpoftant diaeasSBi The relative' heiplessness western medicine has dempn7 
irtrated- in treating patients with schistosomiasis and liver-fluke diseases 



are well-kaoim eMmmpXeB. McDert&ott has pointed out that v«seem ts^clne lacks 
trily decisiire treat^nt or preventltlvea for tha leading causes of death a^d 
dfaability in young chlldrans ^arrhea and reapiratpry diseases. Thfe.mal- 
nutrition,' he relates, la a consequence of the eating problcsas and cultural be-- 
lief a of these people. These c^servations lead to the important point that 
some of the leading ^usas of laortality md laorbldity are not: sid^ject to the 
easily packaged cures of »odem laedlcine but are tied ta^ with Culture « cuatcw, 
and the ways In which people li<?e their lives. 



The Technolog y Transfer and Behavior Technology ^ 

For people in developing countries^ part of the i^r lean dream is tHe ap- 
plication pf science a^ teleology to health. ' To fulfill this dream, the donors 
have e^jjported its teclmology. With technolo^ we impl^ient the reduction and 
disposia of wastes; for populations we develop extensive drinklsis water md 
recreational water facilities. In part, because of the We^t'c^ remarkable achieve- 
G^nts, which have* resulted^ in health lsq>fovem6nts in this Country, tiiere exists 
a great desire to sharc th'ls knowledge. However, neither ^he generic value of 
the technology, nor the appropriateness of - such technology to' developing coun- 
tries is dear. The introduction of technology brings ineVl table problems'. 
Oiemical agents filterl^ng Water are now suspected to be^a^cer-provoking. Mos- 
quitos have become resistant to DDT allowing new outbreaks of malaria In Ifepal 
and Pakistan. Many of the additives in bread and enriched flour may lead to 
cancer of the colb^. Bacteria formerly treated with'antlblptlcs are now im- 
mune to these same drugs. The limitations of western technology are, however, 
rarely discussed fully In the developing countries. Complex technology with 
ltd inherent risks for developing countries is far from undetstodd: even when 
understood, risk/benefit Judgei^nts are not always made. Fot example, drugs' 
th^t are controlled in the United States are distributed responsibly rather 
than economically in the developing country r. 'without even a warning. Chlormy- 
cltin is still being sent in loads without warning to the dispenser or the 
usersl The birth control pill is still distributed to \^6n mmwar^ of its 
side; effects* . • '^xS f 

It seems cle^ now that the application of physlfcai .and biological science^ 
alone will not solve the problen®; the solutions lie^ielsei^re. Only if people 
are willing to use bir^h control methods can better contraceptives ccsitrol popu- 
lation. Clean drinking water is beneficial only if used consistently, for all 
injestion purposes, including dishwashing and only if it is accepted by the 
consurcrs aa better water. Sanitation projects will work ii©re effectively if 
they Inatilgate the general practices of good hygiene jammg families. In short, 
physical and biological technology are less than fully effective without a si^- 
porting knowledge, sob^ degree of understanding, and practice with behayior 
change. . ■ 

In the developing countries there is a large gap between what medicine is 
capable tof producing, what resources are availabe, and what is being produced. 
The pQS^session of technology has not led to Its effective application In the 
real local^ setting. For example,, anemias, with nutritional orlglM, are com- 
mon in the devele>pin^ world. Young children, pregnant women,, and ijtursing 
mother^ frequently have a low level of hemaglobin and require more iron in 
their diet. Though iron is cheap and available to moat who need it, we have 
not found a method of increasing the iron intake of vulnerable groups. Simi- 
larly,^ the sam^j situation exists with Vitamin A distribution, a deficiency of 
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%ifalch leads tp xerophthalasoa md keratc»&alocla. Synthetic Vitamin *k is pro- 
duced ccnomercially at a relatively lov price, yet the Vitamin A prd>l^ is 
still with us. ThuSy we have technology without the ability to translate it 

into local level action. 

* _ ■ 

One reason offere<^ for these problems id the developdng nations* lack of 
im>£ivation to apply therapeutic technology* It is argued that the exi^nse is 
too ^reat or that many donor technologies are unstiftable. While this may be 
true for acm^ of the higher prided technologies. It is not a general rule as 
illustrated by the problems witti Vitamin A and iron distribution. Probably, 
the reason is somewhat deeper aAd understandable. The therapeutic technologies 
require health manpower resources, equipment, implementation techniques, and 
monies not at the disposal of a developing country. Host popular are those 
technologies which can be applied through the village. But application of even 
a preventive technology, like innoculatioit,* req^^lres social technology for it 
involves significant modificaticms in the people's lifestyle and acceptance 
by them of western concepts of medicine. No teclmology whether therapeutic 
. or *|n:eventive, can be transferred without changes in attitudes and behavior by 
the intended recipients.^ We must have social understanding' along with techno- 
logy. 

The absence of social technology has ^de the donors of tbe western world 
into the shippers'of hardware technology. The donor agencies have become 
"shipping agents,^* instead of participants in a culture. ^ reasons for this 
conception of the aid function are fpund in the assumptions tmder which the 
donor programs operate. SovaB of the asstmtptions arer* 

(1) Westerri clinical practices and institutional systems are universal 
in acceptance and application. The faulty expectation which acc(m&panles this 
attitude is that other societies will naturally desire to emulate the^West and 
will insist upon the adoption of modem medicine with its accompanying systems. 

(2) Problems encountered in developing a use4: population and gaining 
acceptance ^re attributed almost exclusively to the locals. There is an illi- 
cit assumption that their attitudes and n^tlvations must be changed rather than 
one examination' and/or change in the program or services. Reasons for lack of 
acceptance are most likely to be in both camps ^ But, the bureaucracies of 
donor nations must comprehend and acknowledge the incentives which history 11*^ 
lustrates in order to make their programs effective. 

• ' • • • 

(3) The absence of the application of a careful social technology is also 

evident in the bureaucracies* of some developing nations. The specialists and 
medical professionals who staff the bureaucracies in n^ist aid receiving nations 
usually have been trained in the West. As such, they have grown to accept and 
appreciate the benefits of that system. Thus, the bureaucracies of developing 
nations accept the programs qf donor nations due to familiarity apd the re- 
commendations of other bureauprats, rather than because ,of the usefulness of 
the programs in meeting the needs and expectations of the local people. * 

(4) Since the West has developed an effective health tectinology of in- 
factloyis diseases, there ^ists an aapumption that by the same means it can 
master all diseases* 3ut, this is not the case. In fact, the West has much 
to learn from the developing world. Healers in those countries have been able 
to identify and affect sonte of the psychosocial variables, impacting on heart 
disease, obesity,, hypertension y <et(;^ Many of t&)se the West is ju^t now dis- 
covering. So, the 'developing countries/ even if they are willing, should not 
abandon their own methods and only replicate the western system. Important 
elements in healing and health would be lost. ' 



* The writers are grateful to Dr. Joha^Fodter for some of these ideas which he has 
presented In an SID Sympnosium in IS/S^^ 
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the asmmn may be in a coapromiBe between Ixyllgeiujus syst^BS or tradltlcmal 
dystems of medicine and the vestern iqiproach* Acute and infectious diseases 
yielding to treatment by antibiotics end vaccines should be treated by alXo- 
^patblc doetors. Olsordera %rith major psychological cc^qninents s£ould rfsioaln 
the doisain of the traditional healete^ Hakims » etc* FiorthertBorey both tyipes 
of liealers vbrking together will create a i«>re effective and more popularf health 
system. ^ , . % 



, Th6 Patterning of Culture ^ . v 

A fundamental reasoh for the inadequacy in transferring vestern is^dlcine t6 
developing cotsi^rles is that^ each culture has its oim way of organizing 

' perience. In the area of health » crasnunities vary in theij* manner Qf sequent- 
ing the gradient of health illness and in the kinds of phencpena to ^hl(^h these 

' states of Ileal th are assumed to be connected. The dividing line between i|or-' 
malcy and illness shifts from one group to another, and the ^categories of siek«- 
ness are subject to cultural variation. Without awarei^s pf these variatiotis 
Slid sensitivity to the perceptions of health and illness In each cultu^^e, one 
cannot provide effective **health"^care. 

^ For example, the t^stizo population of coi^tal^Peru aAd Chile divide sys- 
tems of medicine into two classes, scientific and popular, and diseases intp 
five nlajor categories: 

- Obstruction of the gastro^intestinal tract. ^- . 

- Undue exposure to heat or cold. 

- Exposure to '*bad" air. 

- Severe embtional upset. ^ \. • 

- Contamination by titually unclean persons. 

Household remedies are appropriate for all classes pf sickness; "Sclentl-' 
fic'* doctors may be consulted, but only ^ for illnesses assigned to the first tvp; 
categorieid* For the* other classes of sickness, only bouselusld remedicis are 
^ d^en^d appropriate; if these fail, a folk specialist is called* Mestizos havej 
patronized clinics and doctors for other matters but not for maladies popularly 
ascribed to air, emotional i^set, or ritual uncleanliness. Far those disorders, 
it has been thought that ^doctors* r^Saediies from Intern medicine ai^^?^|af fectual 
or actually harmful because the west en^ trained doctdr does not "knc^" tKse ill*- 
nesses mj^'^does not "believe** ^in them. Yet bepause of the islmilarlties in sympt<^ 
matolo^»^ tuberculosis sometlsies masquerades as ''fright" and so remains inacces^i^ 



sible. to the doctor or the l^alth center. (8) 



The histery of culture shows that cotmrnmities and nations accept onl]^ some 
of the elements available for borrdwlng from another culture. Moteover, the 
bori-owed idea or pT:actice la usually reinterpreted and modified , to fit the par-^ 
ticular environmental and-^eulta^al frastework, (7) ^ , 

Programs that seek to alter health practices and attitudes constitute ef- 
forts to change the local culture. These* health itincfvations are subject to 
selective acceptance and modification. Indeed, acceptimce or mp^if i<^ation is 
tto% a random process but depends on: 

- How the new idea is .perceived by the potential recipients. 

- How it accords with^their values and assumptions. 

- Whether it is consistent with their system of social relatioi^hips. 

- The status of t}ie innovation. 

- The implications of that Status for the various segments of the coraaunity. 
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Some realstances to change can be .^educed by changing the i^resentatldn of 
the innovation to consider the partioular culture. Certainly any attempted 
change should* not challenge established beliefs or practices that are fundai^- 
tal^tb the stability of the particular social or cultural system, ^ Any attes^t 
to effect changes in he^th care must be^ considerate of these established ne- 
liefs and practices. 3^ the past, the vestera approach has been tp provide 
needed changes. ixv health facilities, treatment, and/or sanitation. But, often 
.these changes have not impacted the health situation becaiuse of a lack af fore- 
sight in considering the complete conception that a culture has of health. 

The "Western" i^proaeh - | 

A basic proposition for providing effective health ^care in anylnon-v^stem 
culture has been to be aware of the ^sic -beliefs and*practices that are funda- 
mental to a culture. It is clear th^t the ii^oslticjn of the"westeiin*' medical 
approach has proved ineffective. If we are to be sensitive £o cultural varia*- 
tion and still attempt tie provide The benefits of western medicine tip the de- 
veloping-vorld, how are we to accomplish it? Some traiislatiSm muat occur. 
Perhaps dne should begin by understanding the **westdm" approach « ,| 

The 'Htfesteip'* approtach a<nieres to the medil:al tao^i; DiscHsalng both phy- 
sical and n^tal illness, Ludwig (9) posits that the medial ta^^l praises 
"that sufficient deviation .fx:om the normal ^represents disease , that disease i^ 
due to known or unknown natural causes^ add that elimination of these causes 
will result in cure or improve^nt in individual patients." Thig reflects the 
dominant model of disease in western £ultur;ie whici^is biomedical. « Molecular 
biology is its basic scientific discipline. It assmoes ^.disease to lie fully ac- 
counted for 'by deviations ^f ro6 the norm of measurable Mological (scmatic) 
variables^. It leaves no roota within its frametwork for the social, cul^ral, 
psychological, and behavioral dissensions that are so salient in the conceptions 
of ill)[iess held in developing countries. 

Blomedicine constmites the West's only culturally specific perspective 
about what disease is /and how medical treatment sfcould be pursued. Like pther 
systems of belief, bi^medicine is an Interpretation which makes sense in light 
of Western cultural traditions and assiaaptions about reality. (10) 

The biomedical model was devised by medical scientists for >the study of 
disease. Xerms such as "diabetes," Rheumatoid arthritis,"^ or "multiple^ 
sclerosis" seem deceptively simple. A careful description' will disclose that 
they, represent a complex set of physiologic, fchemical, and structjuiial facts. 
Such diseases can implicate a host of social and psychological factory, btft 
they ai^e not seen as necessary features of the disease. As ^abrega points oQt, 
when examined logically, disease ini biomedlcine usually refers to undesirable 
deviations in a cluster ot related physiological and dhemical yarlab^^es. (9> 
An implicit assumption (and perhaps an erroneous one) is that many 'I) f the values 
of key variables that, reflect physiological and chemical' prdcesses in mAn coni- 
form to narrow ranges that are cotrfmon to the species as a whole. Verbal re-^ 
ports, or behavioral changes, or both constitute signals of biomedical <il«eape. 
These behavioral changes have been abstracted out of western cud torn £md social 
behavior. 

■ ♦ 

Engel (11) , in a recent articlelin Science, \ races* the 'historical origins 
of the reductlonistic bion^dical mode. He examines the llmitatioas of the 

/ • . . "... • 



biomedical model within western medicine and particularly for psychological 
diaordera. . ]^el auggeats that concentration on th^ biomedical and exclusion 
of the psydhoaoclal distorts perspectives and even interferes with patl^ht: 
care. The criticism Engel is maUng is even xmre ils^ortant 1^ tha^case of 
applying the methods » categox^ieSt and techniques of this system to' dev^el<^^ig 
countries. . '\ / " ' ' ■ 

Eagel posits six faas^rds to the. H©ia^^^$l^^^^ in aii application tp the 'real-- • 
it^ of diabetes and S(^i«$qphi^eiiia>s htasaii experiences as well as disease ab- ' 
atriu:tli^t The analogy tietwaen somatic and mental disorders which he draw6» 
prV^des an interesting characterization; hoi^ver * the sUscussion has another v* 
usf ful purpose for this presentation/ Engel has presented six li^iiities of 
•tl|fe model thist account for many of the errors found tn imposing western medi^ 
ie on the developing world. ^ 

The negative concfequences for Walth that result from the appl£c'dtlc'n 
this model are: ^ 

- The presence of th^ biochemical defect defines necessary, but not al-^ 
waya^ suffici^t^ conditions for the ocdurrence of the human expi^rlence 
of disease* Attention to the «ir^iability in cl'j^ical expression and 
individual experience within a culture is necessary to aql^^ately^rlden-* ^ 
tify illntesSy but this is not prc^ted' in the hlomedlcal ^^^^ei% Itr- 
stead this leads to a false consensiis.bet^en the doctor smk the patient^ 

• a very crucial problem in creating health^rvices in developing coun- 
* • tries. ^ ^ ' 

- The bioDEedlcal i»del encourages bypassing patients* -Viprbal accounts by 
placing greater reliance on ^technical measurements. At the san^ tlme*t 
verbal expressions ^f sickness add symptbms are asdilguous and of ten a y 
result of the specific socialization within a culture. At tiiaes the 
same words may aerve to express prit&arlly psychbloglcfil. as we^ as 
bodily dlsti^bancest both of which s^y coexist and overlap in' cpt^lex 
ways, (For example: * fright and tuberculosis among themesti$sa§<^ylr-- 
tually .each of the symptodis classically associated wltn diabetes may ; 
also be expressions or reactions to psychologicnl stress,) 
The role of. psychosocial variables 1^. disease causation is blurred vlth ' 
the use^pf this model. jCassel^s (4) identification of higher rat^s of.. 

I \ illness aipong populations exposed to ^incongruity betwe^ the demands of ^' 

* the social *system inSihich they>livfe, .^d' tHe culture they bring with' 
them illustrated^ the import<wra of such factors. * Certainly the ^idjective, 

. "developlftg/' applli^d to the third woi^d t:ouatries> implies that the 
psychosocial factors would be critical in understanding sickness tos the 
.t^ati<nlB^^ ^ ' , / 

- The JbiochemK;^ defk^it^may dete^^^ pt tm dls, 
«as0t but n«>t neeesbarlly the point at whidfc tha individual afecepts tSie # 

: ^ slplc tol^..^ illness. In* the ^tase of providing a n^w , . 

he#lth service to a {fepple, thitf information would be critical for pro- ' 
* vi^^S ^ elective health care system. , ■ \, 

- f reatit^pr?2E^lirected enly at the biochemical pbnoitoality dops not necessar- 
ily restore^ the ^patient to'healtfi. Psychological and social 'variables 
are o^ten respon8ibl\ for the dlsc^epan^ between cjqtrrection of the bio- 
logical abnormality and treatment outcome. * Addltloi^ly,^ in deyeloping*" 
countries, the short-sighted am^roach of the biop^dical im^del leads to the 

/ ' identification of single daus^s for sickne^ss, wheireajfe attention .u^ultural 
^ and social i^actor^ is more likely to pfovidjB a niulti^rcau^l peftpectlve* 
' ^ - The b^ilirylp^. l^'*th^:ph and the relationship betweep patient and 

physician poiimrl^ily Ififl^^ tr^atn^nt^ iFurthermore, the successful * / 

, ■ ■ . ' ^. • ( . .' ^ . '-1. 



^ application of treatment la limited by*tte health practitioner's ability 
to influence and iKidify the patient's behavior. Dila is particularly 
true In developing countries where treatment techniqv^* .ma4 oftent the 
practitioners are alien. The focus afforded by the biyiBdlcal model dir;;^ 
ects 'the practitioners away froa the paychologieal» soclA> end cultural. 
^ factors related to> disease. Yet these are the asimcts mat imnedlate 

and important to the patients. Sue* a restricted vle«ipolj||t in a develop- 
ing country euhances suspicion and decreases the credibility and trust 
people will Pl£ce in health practi||^er. 

Engel has suggested that the biomedical model is di^dvantageouf for i»»0t*- 
em culture » and ye have stig|eated that those disad^^tage^ are even more ct;ltl- 
cal In developing countries. In fact. It is the medicrfl model itself vhich ap- 
pears to 1)e at fault in imposing western p^dlcine , on the tradltlcmal cultures 
of developing countries. , ^ ' 

-. . - . \ 

Alternatives to the BloTOdical tfodel 

f An alternative to the wester^ biomedical model is' a biop»ychosoclal toodel 
suggested by Engel. This model would lead a physician to i^igh the relative 
contributions of social and psychological as %rell as of biological faptoys Im- 
plicated In the patients^ -^aae. Engel does not delineate how one goes about 
gaining this information. In « particular, it IS not clear how one deals with a 
variety of cultures. A reliance on cultufal definitions of diseases would lead 
to a relativism that would defy utility. ( c 

* FaWega (12) has postulated another approach' he has labeled ethnbmedlcal> 
He sugges^ that we find order and regularity in the forms of dl|»ease using a 
'social fr^ of reference instead of the biomedical, This would include a set 
of more or less universal indicators of disease that are rooted in^ social cate- 
gories. Thus, an Illness could be diaghosed and labeled by the tasks and acti- 
vities which interfered with dally lives and the ^egree of interference. 

Etrhnomedicine would require a M)del of dlness behavior and, perhaps, sev- 
eral levels of behavioral analysis and diagnosis of disease. Such a mc^el of 
illness- behavior is an abstract and systematic statement of how treatment- 
rej^ated actions and causes unfold and how these actions ai>d the causes might be 
explained. Such a model couid be applied within" any culture after information' 
about the social categories, customs, rad behavior had been obtained. 

A more socfially oriented Illness par^^iigm wouldfthelp doctor-patient ex- 
changes and Increase sensitivity to cross-culturalj^ariations. Indeed, a 
social perspective toward ddsease and medical carejthat is grounded in ethno- 
medlcine could dampen, if ndt eliminate, the hazatVs Engel has associated with 
the blo^dlcal model. ^ ^ * 

In order to provide culture specific information relevant to ethnomedlcine, 
one i^uld need a modal for understanding how IndividuBls process information 
about disease and make decisions on medical care. Febrega (10) Xibb listed top- 
ics relevant to this concern. We have taken his topics and expanded them for 
utility in different cultures^- The model ^ have developed is presented in the 
following diagram. 

Tha model provides a frasrework for understanding how the individual pro- 
cesses Information about disease and liow he makes decisions regarding medical 
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cate* In order to effectively brlsig health care to ot^er ^^tioiia, ve isui^ under- 
stand their perspective of dieeaae and nedical care* tbii QOdel suggeate the^ 
coisponenta irtiich feed into an individual *e conception of diseaae in any eulttt|li» 

The individual end hia conception of aickn^aa^. (bioiMdlcally known ae die^ 
ease) liea at the core of thia^or^atidh* The .three-diw^eicmgl ciibe but^ / 
rounding the peraon repreaenta the different forcea, ccmcema, and cM^ionente 
'^hat affect their conception of ^*being aide" and of requiring isedical treatMnat, 
The Individual surrotmded by those imediete inf luenosa reeta in a cotsntry pr 
part of a country that is at- a {^rtieuler level of national developMint* Ihat 
level c^ be ralaed^Qr lowered and ie iq^ortant as it effects the evaiiabi^Lity 
and feaalbility of certain types of Mdleal care* At any point lUi^ time, the in*-' 
dividual is af^cted by his cultural toritege^ It penaeetea bia^ex^^rlence and 
is represented here as a bubble surroimding the individual. 

' Host salient to the Individual^re the factors ctepicted at the base of the 
cube. The' individual's beliefs about how effectii^ and useful certain syat^ma 
of aedicine are; hia belief a atout what cauaes healing and siclmeas; bia defini*- 
tion of being healthy; his bein^d* al^u|i what ia, inside hi'^ body; how his bcKty 
and isind function; all tteae must be «eonsi4ered in treating a heal^fi probles* 
Additionally/ iti order to affect health iifrei mie t&ust ccmeider tendencies to . ; ^ 
rely on si^lf^dlamoals and self -^dlcat ion; the extent to which they are- lulling ' 
to cooperate with sedical advice and treatMut ; - the value and degree of ixapor- 
tance they place on the sick role, and the suggestion of mdical care; and,* the 
decialon^iaaking tbey go through in order to nicogni^e disease and healing* 

This taodel presets portions of inforsation pne loust obtain td design a 
culturally relevant health care Byspem* The sum^atjUm of thia infdrakation should 
enable an outsider to comprehend the.eoilc view of sicKhjess* and tiedical care. 



Suasaary , • . * - 

^ ^ ^ . . 

This article presents wi^re we stand in relation to the challenge of bring- 
ing health care to th^ deveXtmlng countries of the world« It haa becc^ clear 
that loosing western staddarfs and medlcad technologies without amsideration ' 
' for specific cultural variatiorn is ineffective and in sofqe casfbs de^ritaent^l. 
Rather than stop at that point, this presentation* has provided. spectilative 
reasons for the Inefflcacy of this approach. We have suggested that* the bio- 
medical model is at the heart of this approach and that *it inherently fpredis- 
poses this approach to be Inadequate. We have also discussed some specific 
dangers it carries wh^ applied within other Cultures. This had led to the des!t_ 
cription of a new medical im>del, an ethnomedlcal model, and we suggest it would 
be more useful* ^ The fram^rark for imderstandlng how an individual in any cul- 
ture processes information alK>ut disease, presented here in the diagram, is only 
one aspect of ^ this new ethnomedlcal model. It provides a data collection base 
that wo.uld be useful in understanding an individual's view ^f health within any 
culture* Indeed, its application will provide critical slgps as to how we can 
better meet the challenges to provide effective health care for all the people 
of each nation* - 

In the end, we v^uld like to raise some questions *that still n^ed answers; 

1. How can we, the rich, be sensitive to the needs of the poor and im- 
plement donor programs without creating massive resentment among those to be 
"helped? 
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2. How can. we ccmaiisnlcaCe our program tp the poor of the developing world 
with a philosophy of dist^ributlve Justice and social equity? 

The .ansvers to these questions lie in iQsny facets of dcmor progran euch as 
program designs, types of manpower used» etc. The kind of pers<mnel dcmor 
agencies use to direct «Q[id Isipl^BetHE: their j>rogrsas is a crucial inputting var" 
iable. • ■ ^ I 

If a physiclffii Qr a so.cial s<;ien£lUit with a bioaedical orient at ion is at 
the hela of affairs* they will, in all sricK^rity* use the bicwdical approach. 
Therefore » the need is iox bureaucracies to* |»^culturally sexisitive, and to 
have a proper mix of health scientists, Botijtmi i^CientistSp and cmm^^tf parti- 
cipants like tradition^ healers. Ancrt^r need id p9 train donor^t^Srsonnal in 
the country's culturi?i. Western donoc techiiocrats , n^d to receive early educa- 
tion or training in a particulan country/ it may.be that a ^year assignsisnt 
on an Indian Health Service reservation in UMiUid; it is hard to leam of the 
health problem of those living in remo^^ areas f rpsn an embassy compound with 
air-cpnditioning, clubs, restaurants, etc.^ 

An additional issue to consider is 'the moti^tion of .the donor bureaucra- 
cies in implementing these programs. Id it self interest, or is it the spirit 
of mutual collaboration that has led to fim4ing' of the , project bjr a donor na- 
tion? Are there legislative and others given* himumitarian justifications 
while there* are political reasons behind the f tmdin^? Answefrs to tl^se ques- 
tions are important, to bring honesty into the process. Political ti»tives are 
legitimate, provided we are honeSt^bout them. There fiia;^ be ifiultiple motives, 
but that? too n^ecCB to be discussed op^f4^« Thei^e motives will^ affect the ef-, 
fort, direction, manpower and content of these pragramiS;;. All, of these ej^ements 
contribute to tjie effectiveness of a progtamNmid realistic pl^tming to meet 
«the goals of the donor and recipient nations. 

t ^ Cosmamity participa*tion is another step that we would like to see included 
in tTie agenda of donor projects. Most <tonor projects provide advisors to the' 
Ministers of Health and do not advocate community participation. Direction and 
advice to the top peTtsonnel in th^ Ministry of Healthcare needed h^i acceptance 
of such advice dc^s not mean that a program, will get implemented nor that it 
will be Successful. Needed is the en^hasls to spme degree, that projects must 
be planned and managed to some degree by the local people. The donor bureaucra- 
cies could work/?irectly with coBammity boards and Ipcal healers as we have 
startjed doing in the United States. The coimmsnity participation approach is 
not simple, but it can be effective and it offers the greatest long range b©ae- 
fits. Its bigger antagonists are donors and host country bureaucracies— not 
the peopie. International bureaucracies need more personnel oriented towards 
copaaunlty work who are willing to take less influential positions very often 
in more remote places. This means less ' personnel to adVtse Ministers and 
Secretaries of health. More than that we need the determination of the leaders 
of the top; that, God willing, they will "help the poor of 'the world into man- 
aging their own affairs. This is as possible as is the app^roach to himian 
rights. 
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